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Title of Grant:
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US Department for Health and Human Services; Health Resources and Services Administration,
Administration for Children and Families
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Type of Grant Application: The Affordable Care Act Maternal, Infant, and Early Childhood
Home Visiting Program federal grant funding was initially awarded in July of 2010. This funding
opportunity has been a 4 step process. First, Initial application and funding was calculated for
each state at a set amount/allocation. Second, a needs assessment was required to be
completed to identify “at-risk” communities and evaluate the home visiting capacity in these
areas. A third requirement was to submit an “updated state plan” that detailed the plan for the
funding of “at-risk” communities identified in the needs assessment; in Kentucky this was 9
counties at highest risk. (Submitted in June). This current application is for additional
competitive funding to expand current home visitation in the state, and is in addition to the initial
allocation grant.
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Beth Jurek, Réhcy Advisor DPI'( Budget Analyst

Purpose of Grant: The primary purpose of the ACA Maternal, Infant and Early Childhood
Home Visiting legislation is to strengthen and improve the programs and activities carried out
under Title V; to improve coordination of services for at-risk communities; and to identify and
provide comprehensive home visiting services to improve outcomes for families who reside in
at-risk communities. This grant responds to the diverse needs of children and families in
communities at risk and provides unprecedented opportunity for collaboration and partnership at
the Federal, State and community levels to improve health and development outcomes for at-
risk children through evidence-based home visiting program.
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Amount of Funds this Application:
Federal Funds

Applicant Funds $6,971,342
State Funds :

Local Funds

Other ‘

TOTAL FUNDS: $ 6,971,342

| Budget Details:

Personnel $ 38,760
Fringe $ 16,667
Travel $ 5,000
Equipment $ 2,500
Supplies $ 1,500
Contracts $ 6,898,388
Consultants $

Other $

Total Direct $ 6,962,814
Total Indirect : $ 8,527
TOTAL $ 6,971,342

Last Status ReporUSummary Included: N/A
Narrative Summary:

The Kentucky Department for Public Health (DPH) will implement the MIECHV federal grant
based on the results of the statewide needs assessment. In the needs assessment process,
DPH created a composite score from the required indicators in the legislation by creating z-
scores, and then ranked each of KY’s 120 counties according to their composite score.
Following this ranking, through a stakeholder meeting discussion, 20 of the highest risk counties
as potential communities to target were identified. In the original application, these counties
were narrowed to only 9 based on budget, community readiness, and existing capacity that
would enable rapid expansion., The Updated State Plan described a 9-county pilot project
creating systems of care and expanding home visitation services in the highest risk counties:
Owsley, Lee, Wolfe, Leslie, Letcher, Knott, Perry, Breathitt and Lawrence Counties. For this
competitive application we will plan to expand home visitation by adding 39 more at risk
counties to the target area based on the needs assessment scores as to their risk. These
include: Edmonson, Butler, Metcalfe, Mason, Jackson, Harlan, Clay, Bell, Rockcastie, Bath,
Menifee, Rowan, Morgan, McCreary, Cumberland, Grayson, Elliott, Carter, Trigg, Fulton,
Ballard, Hickman, McCracken, Nicholas, Magoffin, Martin, Floyd, Johnson, Pike, Powell, Lewis,
Knox, Whitley, Montgomery, Estill, Boyd, Garrard, Monroe, Fleming (map of counties included).

The goal of the proposed expansion of KY’s MIECHV program will be threefold: (A) to expand
an evidence based model of maternal and early childhood home visiting to serve more at risk
families, not limiting to first time parents and (B) to build home visiting systems of care to
support families in these highest risk communities identified in the needs assessment, and (C)
Provide mental heaith services through home visiting to address the risks associated with
untreated perinatal depression for mother and child of those who screen positive.
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(A) Goals and Objectives of the Home Visiting Model Expansion
o Positive Pregnancy Outcomes
e Optimal child growth and development
e Children live in healthy, safe homes
o Family self-sufficiency
(B) Goals and Objectives of Building Home Visiting Systems of Care
o Create a coordinated, high quality system of care for mothers and young children in
high risk communities to identify at risk families and get them to the appropriate
home visiting or other needed services
(C) Goals and Objectives of Perinatal Depression Home Visiting Intervention
e To address perinatal depression so that it does not adversely impact parent-infant
bonding, child development, family functioning, or risk of child abuse.

HRSA requires use of evidence-based home visiting models with this funding and they have
approved seven models as evidence-based. Healthy Families America (HFA) is one of the
approved models. Kentucky's HANDS program was largely based on this model when it was
developed, with an addition of a health focus. In the project area, the current HANDS program
in the local health departments (LHD) will affiliate with HFA. This funding will provide LHD the
resources to pay the costs associated with this process, as well as expanding the current

~ program to any at risk eligible family identified in the community. The HANDS program has also
submitted studies to be determined an evidence-base model by HRSA and is awaiting the
decision on this. '

The mental health component of this implementation will be using a model that has been
implemented and studied in the Northern Kentucky/Cincinnati area through the HFA program
Every Child Succeeds/ Cincinnati Children’s Hospital. Cincinnati Children’s staff will provide
training and on-going technical assistance for this component of the home visiting
implementation, which is included in the budget. :

DUE DATE TO THE FEDERAL GRANTING AGENCY: July 1, 2011
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INTRODUCTION

A brief description of the project’s proposed purpose;

The Kentucky Department for Public Health, DPH, was designated by Governor Steve Beshear
to be the state agency to apply for funding through the Affordable Care Act, which amended
Title V of the Social Security Act to create the Maternal, Infant, and Early Childhood Home

* Visiting Program. Through the process of an application, a state needs assessment and an
updated plan, DPH will strive to build a high-quality, comprehensive early childhood system for
pregnant women, parents and caregivers, and young children ure that each individual can
reach their full potential for health and well-being throughou ourse of their lives, regardless
of their societal context. '

mdlcators in the legislation by creating z-scores, and then ranked eac
countles accordmg to thelr comp031te score. In rev1ewmg the Varlables

The goals of the existing MIECHV are't
home visiting program, HANDS, to serv
care to promote health and well-being for p
provide mental health services through hom
untreated perinatal depression.

ies; develop a home visiting systems of
hildren and their families; and to

pand and enhance the existing evidenced-based early
childhood home visitatio gram, HANDS, in 39 additional at-risk Kentucky counties (Fulton,
Hickman, Ballard, McCracken, Trigg, Butler, Grayson, Edmonson, Metcalf, Monroe,
Cumberland, McCreary, Whltley, Knox, Bell, Harlan, Clay, Jackson, Rockcastle, Garrard, Estﬂl
Powell, Montgomery, Menifee, Bath, Nicholas, Fleming, Mason, Lewis, Carter, Boyd, Martin,
Pike, Floyd, Johnson, Magoffin, Morgan, Elliott, and Rowan) as identified on the statewide
needs assessment in order to improve outcomes for vulnerable children and families. The goals
of the program are equivalent to the existing MIECHV: expansion of the existing evidence-
based early childhood home visitation program to serve all at-risk families; creation of a home
visitation system of care; and providing mental health services to address perinatal depression.

The purpose of this pr




A description of the state’s history of significant progress towards implementing a high quality
home visiting program, in a comprehensive high-quality early childhood system;

Health Access Nurturing Development Services (HANDS) is Kentucky’s statewide home
visitation program. The program was initiated in 1999 as a pilot project in fifteen sites within
county health departments. The program expanded rapidly to include 47 sites by 2000 and 103
sites in 2001. By 2003 the HANDS program was available in every county in Kentucky and has
since become one of the largest early childhood home visitation programs in the nation.

The HANDS program is based on the Hawaii Healthy Start
models. The goals of the program are positive pregnanc
development, healthy/safe homes (less child abuse anc
HANDS has a focus on infant mental health in regards (
child relationship. HANDS also includes preventive health educati a critical component.
Participating families must be first time parents who are overburdene ministered by the
Department for Public Health through local health departments, the program.serves
approximately 11,000 families annually through intensive home visitation the state.
Funding for the HANDS program became possible through the KIDS NOW Initiative (State
Tobacco Funds). In February 200 vised State Plan to Federal Medicaid allowed Kentucky
to bill HANDS services under targete nagement, allowing DPH to use state tobacco
dollars to leverage for Federal Medic a result, funding became fee for service, as
State Tobacco Funds were leveraged to Hio f federal Medicaid funds to Kentucky.
The federal government provides seventy cents of e Medicaid dollar generated through
HANDS. Kentucky will continue to put forth 38, rs annually for home visitation
services to first-time parents which is the baselis r meeting the Maintenance of Effort as
described in the SIR as of March 23™,2010.

Healthy Families America

es, optimal child growth and

) and family self-sufficiency.

and attachment and the parent-

HANDS independent evaluations have shown program effectiveness for many of the desired
outcomes of the ACA legislation including improved pregnancy outcomes, including fewer

premature births, fewer low birth weight and very low birth weight babies and fewer babies born

with birth defects; reduction in child maltreatment; reduction in infant mortality; improved child
and family functioning; reduction in repeated use of emergency rooms; reduction in risks;

. increases in material education and employment; and improved home safety. As a result these

evidence-based outcomes have gained national recognition from organizations such as

' NACCHO (National Association of City and County Health Officials), ASTHO (Association of
State and Territorial Health Officials), ASTLHLO (Association of State and Territorial Local
Health Liaison Officials), and Great Kids, Inc.

Kentucky’s existing infrastructure for early childhood systems of care includes the support of 65
Early Childhood Councils across the state, where these programs and other partners meet
regularly in their communities to coordinate services and identify gaps in the system. Most
communities have worked out collaborations where families identified as in-need can be
assigned to the most appropriate program to address their needs. This is particularly evident in
the collaboration between the Federal Healthy Start Programs and local HANDS programs in
those communities that work seamlessly together to serve families.




Other infrastructure in the state, which will support effective implementation of state-wide home
visiting programs and services, is the decade of experience the Department for Public Health has
had in administering the HANDS program. This includes existing systems for state-wide
training, technical assistance, quality assurance, and a web based data system for encounter data.
The program standards are regularly reviewed and validated by early childhood education
specialists to assure science-based practice. Caseload and regular supervision are well
established program standards, as well as quality assurance site visits and data reports to assure
fidelity to the model.

In addition, partners representing current home visiting programs, various agencies and
individuals invested in early childhood outcomes have been engaged in the existing MIECHV
grant process at several levels and have supplied information for this application. Partners
participating directly include the MCH Division, HANDS program, Early Childhood Education,
Substance Abuse in Pregnancy program, Head S Jollaboration Office, Substance Abuse
Division, Child Care, CBCAP (CAPTA) age Rarly Childhood Mental Health, Kentucky’s
System to Enhance Early Development (K'Y D), and the Early Childhood Comprehensive
Systems Grant coordinator. :

A clear description of the problem, the proposed inte

, and the anticipated benefit of
the project; '

The Commonwealth of Kentucky has many health challenges. “Agcording to 2009 America’s
Health Rankings, Kent iks 41% in the nation. This is reflected in the required indicators for
‘ranks 46" in preterm birth, 44" in low birth weight babies, and
h Kentucky’s infant mortality runs close to the national
gher in Kentucky than anywhere else in the nation.

average, deaths from ¢
Nearly one in four Kentu
and a leading concern in comm CInve ing Kentucky s state data report, it is clear that
wunity'at-risk. Because the state already has an

opportunity to address the needs and gaps identified from these indicators state-wide through
enhancements to the existing HANDS

The focus of the competitive grant funds will be to expand the scale and scope of the existing
evidence-based home visiting program (HANDS) in 39 additional Kentucky counties identified
as at-risk. The first priority for the identified at-risk counties will be to expand the existing home
visitation program to serve mutligravida families regardless of income, to improve outcomes for
vulnerable children and families. Expectations for fiscal year 2011 areto serve 1,856 families
and provide 29,688 visits; in fiscal year 2012, 2,783 families and 44,532 visits; in fiscal year
2013 and ongoing the expectation is to serve 4,124 families and provide 65,984 home visits.

The proposed project will also focus on building and implementing a home visiting system of
care to ensure that families receive services appropriate for their unique needs. In order to
achieve this goal a universal screening tool must be developed to identify and assist families in
obtaining essential services. A universal screen will assure clear communication and




coordination between programs to guarantee that the needs of all families are identified and will
assist in the prevention of unnecessary duplication of services.

Lastly, this project will address mental health. Research has demonstrated that depression in the
postpartum period occurs in about 26% of high risk mothers. In populations served by home
visitation, prevalence is up to 50%. Depression undermines effective nurturant parenting,
interferes with normal child development, and negatively impacts home visitation outcomes.

All women in the program will be screened for perinatal depression using the Edinburgh
Postnatal Depression Scale. Women who screen positive will be referred to the Maternal
Depression Treatment Program (MDTP). The MDTP is a comprehensive approach to
identifying and treating depression in mothers participating i e visitation. Implementation
of the MDTP involves three phases; (I) Implementation, (II) Training, and (IIT) Ongoing
Consultation and Support. During Phase I, the Early Ck ental Health Program will
work with the identified sites to construct the infrastructure and prepare sites to correctly
implement the perinatal depression program. This includes training home visitors and
supervisors in the identification and response to maternal depression, establishment of referral
procedures, data collection and management, and how to work with the therapists to optimize
outcomes for mothers and children. During Phase II, a three —day In-Home itive Behavior
Therapy (IH-CBT) training will be provided to therapists and the onsite doctoral-level supervisor
in Cincinnati. In Phase ITI, ongoing iltation and support will be provided to therapists, the
on-site supervisor and sites. This wi e.regularly scheduled site visits and telephone calls
to discuss issues related to treatment, ti
Kentucky’s performance.

on changes and to compare and contrast

Logic Model. See Attachment.

ty health departments across the Commonwealth of Kentucky. It
nifiscal year 2000 and 103 programs in fiscal year 2001. The
county (120) in Kentucky by fiscal year 2003 and has

since then.

This statewide program home visits to first time parents who are found to be at risk or
over burdened. HANDS luntary, intensive home visitation program designed to assist
parents at critical development points beginning prenatally and following a child until two years
of age. Program goals for HANDS are positive pregnancy outcome, optimal child growth and
development, healthy safe homes, and family self-sufficiency.

With the recent federal home visitation funding awarded we are working to expand services to

include home visitation opportunities to multigravida mothers and to provide in home

consultation from a mental health professional for any family identified with depression and/or
- domestic violence. Funding has provided the resources to implement expansion in nine of our




highest at-risk counties/communities: Letcher, Knott, Perry, Leslie, Breathitt, Owsley, Lee,
Wolfe and Lawrence.

Process for determining “At Risk” Communities
Per the ACA legislation, Kentucky evaluated 12 indicators of risk, both for the state compared to
the nation, and for each county compared to the state average. Kentucky collected all of the data
needed to measure each of the required needs assessment data elements. This was facilitated by
existing relationships with other state agencies such as the Kentucky State Police, Kentucky
Injury Prevention Research Center, Medicaid Services, and the Department for Community
Based Services (DCBS) that maintain data required by the needs.assessment. Our data collection
extended to national data sources such as National Child Abu Neglect Data System
(NCANDS), the Substance Abuse and Mental Health Seryi dministration (SAMHSA) sub-
state treatment planning data reports, and the Behavior: actor Surveillance System
(BRFSS). We used 2008 data for most indicators. Data: il statistics, which is housed in
the DPH, is complete for 2008. Other data obtained from outside DPH-used the most recent data
available as listed in the data tables. :

Stakeholders and partners

long -term relationships with agenc
Meetings with stakeholders and part
in this process include the MCH Divisi !
Substance Abuse in Preg program
Division, Child Care, '
System to Enhance [
Systems Grant coor

In addition, partners represer
in this process at several levels
Representatives from each of' t
~ review the needs assessment, assuré«the.accuracy of the information regarding their program, and
provide feedback about the potential fr iework for addressing the gaps in early childhood home
visiting and needs of priority populations‘in high risk communities. This occurred in August at’
the Infant Toddler Institute, where Kentucky’s early childhood professionals from a wide array
of programs gather annually for a combined professional development conference. A broader
group of stakeholders, including representatives from home visiting programs in the state, was
invited to a meeting on August 18, 2010 to review the data and consider gaps in home visiting in
the state.

Scoring/Ranking Methodology

We created a matrix with all of Kentucky’s 120 counties and all of the indicators required in the
ACA legislation. This enabled easy identification of any one county or one topic where the data
indicates need, and a ranking of which areas have the greatest needs. The MCH Epidemiology
Team met with the DPH Epidemiology Data Users Group in June to discuss methodologies for
ranking, Data Users Group brings together all personnel currently working with data
(epidemiologists, evaluators, and analysts) or inferested in data for educational trainings and




presentations. On July 6, 2010 an ad hoc group of epidemiologists met to discuss potential
strategies for the ACA Home Visiting Needs Assessment.

In order to analyze the multiple types of measurement in this data, we devised a methodological
plan that captures the variation of the indicators among Kentucky’s 120 counties. The first
strategy was to create an unweighted summation. This would be the easiest way to capture
counties at lowest and highest risk. Our plan consisted of developing a scoring system based on
standard deviations from the mean for each indicator; thus allowing a composite score for each
county and each topic. For the Home Visiting Needs Assessment data indicators, we calculated
z-scores one standard deviation above and below the state mean for each county for every
indicator. County z-scores were tallied across all indicators. Counties with increasingly positive
z-scores are those that are not high risk. Counties with negative z-scores are communities at-risk.

7-score = (State mean for given indicator -county rate for given indicator)
Standard Deviation: ven indicator

Initial Indicator Rankings
After the z-scores were calculated, we exam
their cumulative z-score. Table 2.1 below shows t
numbers indicating worse score.

ery indicator. Counties were ranked based on

.- From those, the metrics for
‘guidance was published

Next, interaction of the varial ¢ din the legislation was performed to determine which of
these variables had the most '

Realistically, different variables have different amounts of effect on the outcome or weight.
Therefore, a weighted z-score table would be the most accurate method to determine actual
interaction on overall ranking by the defined variables. Taking the variables again, the weight of
each variable was determined on the overall rank, a summation of the z-scores of the variables.
To achieve this, a correlation table was developed to assess the effect of each variable on the
overall rank. This interaction was then multiplied by the unweighted z-score to achieve the new
weighted z-score. This was then applied to the general z-score table. This was done to correct
for the equal distribution of weight each variable had on the overall ranking of Kentucky
counties.

Findings from analysis show that Kentucky rates are worse than national average. Kentucky
ranks lower than the national average in almost every indicator. Keeping that in mind, we looked




closer at the z-scores used in the ranking of counties. We found that fifty-one counties fall below
the state average and have a negative sum of z-scores.

Below is the correlation table from the weighted z-scores that shows significant findings. Not
surprisingly, poverty showed the highest correlation to the county’s overall rank (0.7). The next
highest correlation to overall rank was smoking in pregnancy, validating the CDC’s statement
that it is the most modifiable and significant risk factor for poor maternal-child health outcomes.
After that, deaths from child abuse, child abuse and neglect, and prematurity all showed
significant influence on the overall rank for the county. This provided valuable information for
evaluating gaps and priorities.

METHODOLOGY

evidence-based, nationally recognized home visiting program model designed to work with
dverse childhood

ANDS program, with some modifications which are
' the project area will officially be HFA sites, but

HFA is designed for parents facing challeng
history of abuse, substance abuse, mental he
programs select the specific characteristics of
must be enrolled prenatally or within the first t
aims to 1) reduce child maltreatment; 2) increase use of prenatal care; 3)
interactions and school readiness; 4) ensure healthy child development; 5)
6) promote family self-sufficiency and decrease dependency on

The HANDS pro;
first-time parents.
counties, thereby eliminati of the primary service gaps that was identified by both local
and statewide collabora rs. In addition, the need for mental health services for these
families is great, and addressing them through home visiting is more likely to be successful than
expecting these already overburdened mothers to seek care when offered a referral. This would
be coordinated with existing mental health programs at the regional mental health centers. All of
the existing early childhood programs in these communities are interested in further development
of a system of care and referrals for these mothers and families with very young children.

The goals of the expansion of KY’s MIECHV program will be to: (A) expand an evidence based
model of maternal and early childhood home visiting to serve more families, and (B) to build
home visiting systems of care to support families in these highest risk communities identified in
the needs assessment, and (C) provide mental health services through home visiting to address




the risks associated with untreated perinatal depression for mother and child of those who screen
positive. The addition of a mental health specialist is an adaptation of the HFA model that has
been requested and approved.

Goals and Objectives
Year 1

Goal 1: Expand an evidence-based model of maternal and early childhood home visiting to serve
an estimated 1856 more families (estimated 29,688 more visits).

ecomme Healthy Families America

Objective 1: Ensure the HANDS program will be in ahgnment to:
accredited.

Activity 1: Newly hired HFA Technical Con
work with sites and HF A to ensure that the
being upheld. h

1]1 serve as a systems coordmator and

Rationale: HANDS must maintain HFA affiliation to qualify for grant funds.

Mechanism: All HFA self assessment tools have been obtaine
taken so that HANDS is ready for expansion.

Objective 2: Provide training to the additional home visitors that will be hired as are
expansion

Activity 1: Kentucky’s Training Coordinator will schedule additional training weeks

| regionally in the areas of home visiting basics (Family Support Worker Core Training) and
parenting and child development (Growing Great Kids Curriculum Training) to accommodate
increased number of home visitors.

Ration ome Visitors will need to be trained in order to meet the staffing needs of the

Activity
address the

ildren can affect families, and how the Growing Great Kids
Curriculum can be meet those specific needs.

stresses of additi

Mechanism; HANDS tra! team will meet to develop learning objectives that accent the
modules in the Growing Gr t Kids Curriculum that can be used to address the needs of a
multiple-child home. These trainings will be delivered by Kentucky’s nationally certified
Growing Great Kids curriculum trainers and will be offered regionally in the expansion areas.

Activity 3: Expand required HANDS trainings to include common challenges of multigravida
families and the best ways to support multiple-children homes.

Rationale: Discussions of the specific challenges of multigravida families will be integrated
into the regular home visiting core and curriculum training weeks.

Mechanism: HANDS state training coordinator will work with Kentucky’s nationally-
certified core and curriculum trainers to integrate learning objectives specific to multigravida
families into the training weeks that are required of each new employee.

Objective 3: Increase awareness of HANDS expansion to multigravida families in the grant communities.

Activity 1: Local site coordinators will reeducate local health department staff, community
early childhood partners, and local OB/GYN offices about the expansion of the HANDS
program.

Rationale: Referral sources must be notified that HANDS is no longer only for first-time




parents in these areas.

Mechanism: Local staff will per: sona]ly meet with interested parties to inform them of project
expansion and answer specific questions. HANDS staff will participate in their local
Community Early Childhood Councils (CECC).

Activity 2: All current and former HANDS families will receive notice that HANDS has
expanded to serve subsequent pregnancies and families.

Rationale: Based on data that we have collected in parent satisfaction surveys, many HANDS
families will be interested in participating in the program during subsequent pregnancies and
would recommend the program to friends and relatives who are pregnant or have newborn
children.

Mechanism: Sites will mail postcards or letters to current and former HANDS families to
inform them of program expansion.

Activity 3: Collaborate with Medicaid to access all records for Medicaid participants
receiving prenatal services.

Rationale: Based on current HANDS.,
Medicaid.

load, 85-90% of HANDS participants qualify for

1l automatically be notified of their acceptance into the
rmation will then be shared with their corresponding

Mechanism: Medicaid panlclpa it

that will be most likely to meet the family’s needs.

ome to parenthood with a variety of needs and circumstances, and
ofisprograms will be appropriate for them based on those needs and

mrcumstan

Mechanism: Fhe uni ening tool has been created and will be rolled out to

Objective 2: Strengthen collaboration between community early childhood partners.

Activity 1: Utilize the Community Early Childhood Council (CECC) partner agencies
(already in place and functioning) to facilitate identifying resources and filling gaps for
mothers and young children.

Rationale: All community partner agencies must work together to provide support and
resources for mothers and young children.

Mechanism: Each expanded HANDS site will be actively involved in their local CECC and
use it as a vehicle for bringing together many community members to support issues of
importance to children and families and to provide a coordinated system for planning and
information sharing. Each CECC will be able to see the full scope and any gaps in home

visiting as an integrated piece of early childhood systems of care.

Goal 3: Provide mental health services through home visiting to address the risks associated with
untreated perinatal depression for mother and child of those who screen positive.

Objective 1: Add home visiting mental health clinicians to HANDS teams.

| Activity 1: Hire 12 mental health clinicians with Masters-level training in social work,




psychology or counseling (ML) and with prior training in Cognitive Behavioral Therapy to
serve as therapists.

Rationale: Mental health clinicians will be lespon51ble for implementation of the Maternal
Depression Treatment Program (MDTP).

Mechanism: Clinicians will be hired and employed by local mental health centers.

Activity 2: Ensure therapists attend a three-day Cognitive Behavioral Therapy refresher
training at the Beck Institute in Philadelphia or equivalent CBT immersion experience prior
to participating in the Program training.

Rationale: Each clinician must start with the same information in order to ensure fidelity to
the model.

Mechanism: Clinicians will attend refresher training
equivalent CBT immersion refresher trammg
facilitating travel and registration.

the Beck Institute in Philadelphia or
S Training Coordinator will aid in

Activity 3: Clinicians will attend a three

Jognitive Behavior Therapy (IH-
CBT) training in Cincinnati, Ohio. ; '

Rationale: Clinicians must become extensively trained

5ing CBT in the home as it
specifically relates to women experiencing perinatal depressi

Mechanism: Clinicians will attend this training. Registration and tfavel will be facilitated by

HANDS Training Coordinator.

Activity 4: Ongoin : nsultation and support will be provided to clinicians by Every Child

Succeeds.

Rationale: The clinicia
experienced in the spec

Mechanism: Every Child
consultation to support ther
review a sample of andiotap
treatment model.

Obj ectlve 2 Integrate mental health specialists mtoi isting HANDS programs to conduct the MDTP.

ct1v1ty 1 Construct the mfrastruct d prepare sites to correctly implement the MDTP.

epression, establishing referral procedures, data collection and management, and
with the therapists to optimize outcomes for mothers and children.

DTP therapists and HANDS home visitors must work as a team in order to
needs of mothers who experience perinatal depression and their families,

NDS home visitors and supervisors will receive training on the MDTP and

mental health protocol into their existing systems, but new trainees will have the system
introduced and explained as part of their regular home visiting core and curriculum training
weeks.

Mechanism: HANDS state training coordinator will work with Kentucky’s nationally-
certified core and curriculum trainers to integrate the mental health protocol seamlessly into
the training weeks that are required of each new employee. '

Year 2
Goal 1: Expand an evidence-based model of maternal and early childhood home visiting to serve
an estimated 2783 more families (estimated 44,532 visits).




Objective 1: Provide training to the additiona) home visitors that will be hired as a result of the program
expansion

Activity 1: Kentucky’s Training Coordinator will schedule additional training weeks
regionally in the areas of home visiting basics (Family Support Worker Core Training) and
parenting and child development (Growing Great Kids Curriculum Training) to
accommodate increased number of home visitors.

Rationale: New home visitors will need to be trained in order to meet the staffing needs of
the sites as they expand their intake to multigravida parents.

Mechanism: HANDS Training Coordinator will schedule trainers to provide training, secure
training locations, coordinate registration and procure training materials.

4 families in the grant communities.

Objective 2: Increase awareness of HANDS expansion to multigt
Activity 1: Local site coordinators will contiriu
ensure that everyone in the community is.4
and expectant parents.

each program to community partners to
HANDS accepts multigravida parents .

Rationale: It will take some time ford
changed its “first time parents” po

| partners and educate new me of the community.

Mechanism: Local staff will p lly meet with interested p to inform them of

ome to parenthood with a variety of needs and circumstances, and -
jon programs will be appropriate for them based on those needs and

etween community early childhood partners.

Objective 2: Strengthen collaborat

Activity 1: Utilize t mmunity Early Childhood Council (CECC) partner agencies
(already in place and ning) to facilitate identifying resources and filling gaps for
mothers and young children’ ’

Rationale: All community partner agencies must work together to provide support and
resources for mothers and young children.

Mechanism: Each expanded HANDS site will be actively involved in their local CECC and
use it as a vehicle for bringing together many community members to support issues of
importance to children and families and to provide a coordinated system for planning and
information sharing. Each CECC will be able to see the full scope and any gaps in home
visiting as an integrated piece of early childhood systems of care.

Goal 3: Provide mental health services through home visiting to address the risks associated with
untreated perinatal depression for mother and child of those who screen positive.

Objective 1: Support home visiting mental health clinicians within HANDS teams.

Activity 1: Ongoing consultation and support will be provided to clinicians by Every Child
Succeeds.

Rationale: The clinicians must be supported in their work by supervisors who are




experienced in the specific challenges faced by the clinicians.

Mechanism: Every Child Succeeds will conduct regularly scheduled on-site and telephone

| consultation to support therapists in effectively implementing the IH-CBT. They will also

review a sample of audiotapes of IH-CBT sessions to ensure quality and fidelity to the
treatment mode].

Years 3&4

Goal 1: Expand an evidence-based model of maternal and early childhood home visiting to serve
an estimated 4124 more families (estimated 65,984 visits) in each of these years.

expansion

Objective 1: Provide training to the additional home visitors that will be hired as a result of the program

ator will schedule additional training weeks
basics (Family Support Worker Core Training) and
owmg Great Kids Curriculum Training) to

Activity 1: Kentucky’s Training C
regionally in the areas of homg
parenting and child developmé;

'SChedule trainers to provide training, secure
pcure training materials.

Objective 2: Increase awareness of HANDS expansion to multlgra

»'oca] site coordmators w11] contmue outr

e some time for all community partners to be aware that HANDS has
e parents” policy. Ongoing communication will reeducate existing

onally meet with 1nterested parties to inform them of
seific questions, HANDS staff will participate in their local

Goal 2: Build home visiting systems of care to support families in the 39 grant areas.

Objective 1: Guide families to the appropriate home visitation program in their area.

Activity 1: Utilize the universal screening tool that will assist in getting families to the home
visitation program(s) that will be most likely to meet the family’s needs.

Rationale: Families come to parenthood with a variety of needs and circumstances, and
different home visitation programs will be appropriate for them based on those needs and
circumstances.

Mechanism: The universal screening tool will be used by HANDS and partner agencies.

Objective 2: Strengthen collaboration between community early childhood partners.

Activity 1: Utilize the Community Early Childhood Council (CECC) partner agencies
(already in place and functioning) to facilitate 1dent1fy1ng resources and filling gaps for
mothers and young children.

Rationale: All community partner agencies must work together to provide support and




resources for mothers and young children.

Mechanism: Bach expanded HANDS site will be actively involved in their local CECC and
use it as a vehicle for bringing together many community members to support issues of
importance to children and families and to provide a coordinated system for planning and
information sharing. Each CECC will be able to see the full scope and any gaps in home
visiting as an integrated piece of early childhood systems of care.

Goal 3: Provide mental health services through home visiting to address the risks associated with
untreated perinatal depression for mother and child of those who screen positive. -

Objective 1: Support home visiting mental health clinicians withi ANDS teams.

Activity 1: At this point MDTP therapists wi
and will receive supervision and support fi;

_holly ingrained in the HANDS teams
DS supervisory staff.

Rationale: HANDS supervisory staff wil })erl

L nd trained in the MDTP process
and will continue to provide support to the MDTP staff. ‘

Mechanism: MDTP therapists will receive regular supef n as prescribed in the HFA

program documents.

Work Plan

When the initial MIECHV funding opr - was made available, a collaboration of home
visiting and early childhood program speei:
Intervention, KIDS Now, Save the Child:

Pritchard Committee, local health departmer
epidemiologist at the Kentucky Department
identify areas of need and “high-risk” populatios

benefit most should fundmg be awarded. With'

build and implement a home visiting system of care, and (3)
ugh home visitation to address the risks associated with
e 39 targeted counties are Fulton, Hickman, Ballard,

Whitley, Knox, Bell, Har ay, Jackson, Rockcastle, Garrard, Estill, PoWell, Montgomery,
Menifee, Bath, Nicholas, Fleming, Mason, Lewis, Carter, Boyd, Martin, Pike, Floyd, Johnson,
Magoffin, Morgan, Elliott, and Rowan.

Program expansion in these sites will require that the current HANDS program is in alignment to
become Healthy Families America (HFA) accredited. Therefore, the Kentucky Department for
Public Health will hire a HFA Technical Consultant to serve as a systems coordinator that will
network with grant sites and HFA to ensure that standards of the existing home visiting program
are pursuant to HFA regulations. Necessary steps are currently being taken to prepare grant sites
for expansion.




As the program expands to serve more at-risk families and local staff numbers increase to
provide services, additional training will be needed. The Training Coordinator will work with
the State Training Team to schedule required program training to address the needs of newly
hired staff. The Training Coordinator will also work with the Training Team to develop
curricula specifically addressing the needs and stressors of multiple-children homes. The
training will accent the existing Growing Great Kids curriculum and will be delivered by
Kentucky’s nationally certified Growing Great Kids curriculum trainers.

Ongoing collaboration and communication between local referral sources and community
partners will be essential to engage mutlitgravida families. Local HANDS site Coordinators will
provide information and education regarding the expansion to local health department staff,
community early childhood partners and local OB/GYN offices. Local sites will also notify
current and former HANDS participants of the expansion and offer services to those interested.
Because 85-90% of current HANDS participants quahty for Medicaid, HANDS Central Office
will collaborate with Medicaid Services to accesgitecords of those receiving prenatal services to
ensure that this population is not excluded. T} ntact information will then be shared with
the local health department so that initial con an be made and services can be initiated as
early as possible.

d education, family support and
ial for health and well-being
beyond any one program or

Young children and their families require health, early
various community services in order to reach their full po
throughout the course of their lives. Achieving this goal ex
departmental responsibility and therefore requires a systemic a h. To ensure that the needs
of all at-risk families aré'i and met, these funds will assi ‘the construction and
implementation of a ystem of care. Inthe construction phase, a universal
screening tool must be cre: ess needs and guide families to appropriate services.
Collaboration between ¢ ly childhood partners will be essential in the success of the
home visiting system of car umty partners will work together to provide
support, identify resources anc g services for families and children.

The need for mental health servicesfot at-risk families is great. Research has demonstrated that
depression in the postpartum period o¢ in about 26% of high risk mothers. In populations
served by home visitation, prevalence is up'to 50%. Mental health services will be provided
through home visiting to address the risks associated with untreated perinatal depression. All
women in the program will be screened for perinatal depression using the Edinburgh Postnatal
Depression Scale. Women who screen positive will be referred to the Maternal Depression
Treatment Program (MDTP). Mental health specialists will be responsible for implementation
of the MDTP; therefore twelve mental health specialist, with a Masters-level training in social
work, psychology or counseling with prior training in Cognitive Behavior Therapy (CBT), will
be hired for program implementation. Newly hired mental health specialists will attend a three-
day Cognitive Behavior Therapy refresher training at the Beck Institute in Philadelphia or
equivalent CBT immersion experience prior to providing services. They will also be required to
attend a three day In-Home Cognitive Behavior Therapy (IH-CBT) training in Ohio to become
extensively trained in using CBT in the home as it specifically relates to women experiencing
perinatal depression. These specialists will be supervised by Every Child Succeeds (ECS);
therefore, ongoing consultation and support will be provided through ECS including regularly




scheduled on-site and telephone consultation for effective implementation of the IH-CBT.
HANDS home visitors and supervisors will also receive training on the MDTP for successful
program implementation. Collaboration between the mental health specialist and HANDS home
visitors will be essential to fully meet the needs of mothers suffering with depression.

Protocol for the expansion effort proposals will be thoroughly explained in the HANDS
Handbook that is provided statewide to HANDS staff, and the current training to staff will be -
expanded to include multigravida information and applying the curriculum to multigravida
families. HANDS staff are required to obtain continuing education each year, with a bi-annual
conference provided by the state office where these new trainings will be provided. The next
conference is scheduled for 2012. Other trainings scheduled by Kentucky’s state training
coordinator are being evaluated to expand and compliment the new audience HANDS will begin
serving.

1 be prepared to serve the additional
vida enhancement by early October 2011. As
where capacity is reached and

With the training enhancements, all current stz
- participants in the 39 counties affected by mul
enrollment increases, data will be monitored to identify countie
additional staff may have to be trained as needed. ‘

y that provide yearly reviews and
d supervisor located at each
supervisory roles will
clude the newly hired state

There are currently technical assistants assigned to each co
continuous support to each county. There is also a coordin
site to provide supervisior oversight at the local level. All'o;
continue to coordinate ef h the state level staff which wil
office technical assist; inistrator or this federal grant.

Because the HANDS pro s out of every health department, in each of the counties in
unit; f including supervision is in place and trained to begin

tal Health program along with staff from the

¢ Services has been involved with the planning

for the expansion of mental health i ntion therefore a partnership between agencies already

exists. Current plans for expansion donotrequire recruitment of subcontractors or other

organizations for successful implementation.

the initial expansion. The Ear
Department of Mental Health and

Program expansion will allow HANDS to reach high risk and hard to engage populations that
have with a home visitation support that has the family in mind. With the aforementioned
program goals HANDS will have the opportunity to support families in improvements in
maternal, child and family health. Estimating a 25% participation rate among the newly
qualified multigravida families and mental health/domestic violence families and estimating a 50
% retention rate from year one participants to year two and from year two to year three in
addition to the 25% each year we are estimating involvement with more than 4500 additional
families. Expectations for the multigravida expansion for FY11: to serve 1,856 families and
prov1de 29,688 visits; FY12: to serve 2,783 families and provide 44,532 visits; FY'13 and
ongoing: to serve 4.124 families and provide 65,984 home visits. These numbers are preliminary
and close monitoring will be conducted to identify areas where maximum caseloads are being
reached and appropriate measures can be taken to ensure families receive the services needed.




These services include referrals to local agencies for assistance in any area outside the scope of
work of HANDS program capabilities, including but not limited to, substance abuse, tobacco
cessation, domestic violence, oral health, child care and furthering educational opportunities for
parents. Staff are trained to recognize signs of abuse, neglect and maltreatment and in any

~ suspected cases official services are involved appropriately.

The epidemiologist at the Department for Public Health along with program staff have
scrutinized all forms and data collection tools to identify any challenges we may face in
reporting and to evaluate the questions and time frames administered to ensure all benchmark
areas and domains of legislation are going to be able to be measured and monitored for
continuous quality improvement. The expertise of this team.has been beneficial in identifying
challenges we may face in quality and ability to measure ge t forth in the benchmarks and
been crucial in design of data points to be incorporate gram to assure outcomes
measurability and accuracy for future reporting. The
technology team and will be implemented into the web based data ,
expansion.

(Resources for Education, Adapfat
contract with the state HANDS prog

the expert staff from beginning of developmen
provide for a refined plan and organized expan

they have pledged a continued 8.3 million in state funding.
Kentucky recognizes the rtance of home visiting and will continue its efforts. These
proposed enhancements will*provide the Kentucky HANDS program an exciting opportunity to
positively impact families in the Commonwealth. '

Childhood Advisory

RESOLUTION OF CHALLENGES

Kentucky has requested adaptations to the HFA model and received approval of those
adaptations. The first adaptation is to adjust the minimum length of service from three years to




two years, with the understanding that families who remain on Level 1 at two years will be
offered service for three years. The second adaptation pertains to caseload size. HFA permits
full-time home visitors to provide up to 15 home visits per week per full-time home visitor, with
no more than a calculated case weight of 30 points. The State, in an effort to ensure each full-
time home visitor completes 15 hoime visits per week, is permitted to have case weights higher
than 30 points to accommodate the fact that State data shows approximately 25% of scheduled
home visits are cancelled in any given week.

The addition of a home visiting intervention for perinatal depression will be challenging. The
evidence-based home visiting intervention we intend to use was developed and tested in a HFA-
HANDS site, so it is an already accepted adaptation to the HFA model. Kentucky has secured the
engagement of the developers of the perinatal depression intervention to provide training and
technical assistance from the model developers for this new component of the home visiting
program. '

It will be challenging to make all of the necess
procedures manual (Handbook). In Kentucky,
Coordinator (among many other responsibilities)
meets once per month for one to two days and will .
before those changes become a permanent addition to t NDS policies. This process is time-
consuming and detailed.

anges to Kentucky’s HANDS policies and
task falls to the Quality Assurance '
o the T¢ehnical Assistant team. This team

It may be a challenge to 2 Masters level mental health spec ists who have the required

- training and experienc : vention communities are not
as attractive to educafe
workers with the correct
utilize the expertise of tl
health specialists who will'e

) personal characteristics may be extenswe HANDS will
mental health certers in these areas in order to find mental

EVALUATION AND TECHNICAL : PPORT CAPACITY

The Access Nurturing Development Services (HANDS) program is a voluntary home visiting
program that provides support and resources for parents in Kentucky from the prenatal period
through the child’s third birthday. The main goals of HANDS are to ensure healthy pregnancies
and births, healthy child growth and development, healthy safe homes, and self-sufficient
families. HANDS is available in nine Kentucky counties, and due to the positive outcomes the
desire is to expand the program to serve 40 counties.

The proposed expansion of the Health Access Nurturing Development. Services (HANDS)
program will be evaluated based on improvements in constructs in the six core areas compared to
baseline values. Data from the expanded 31 counties will be compared with data from the
existing nine counties. Analyses will be conducted quarterly and the summary of the data will be
provided to the HANDS administrator for distribution to local communities. An annual
evaluation of all programs will be compiled at the close of the fiscal year.




The population assessed is all women enrolled in fhe HANDS program during the prenatal
period. Any women experiencing a fetal death, miscarriage, infant death before six months of
age, adoption, or parental termination of rights will be excluded.

IRB and human subjects permission are not necessary due to the surveillance nature of the data -
collection and evaluation and the requirement by law (KRS) to report suspected child
abuse/maltreatment in the state.

The HANDS data is kept on a server housed in the Department for Public Health. Permission to
view or edit the data is granted only to limited HANDS and DPH staff. HIPAA and FERPA are
not applicable.

I. Improved Maternal and Newborn Health

depression screens conducted by HANDS. T ve birth certlﬁcates and HANDS database are
collected electronically on an ongoing basis.
quarterly basis. Data relating to depression are colls
2-8 weeks postpartum, and 8-12 months postpartum.
annually.

three times: 6-8 months prenatal,
hensive reports will be completed

Construct: Prenatal C
The objective for the

NDS program data. The live birth certificate includes
atal care visit along with the number of visits. Based on
gestational age o infant and the date of birth, the trimester in which care began will be
calculated. . Entry in ,
trimester, third trimeste  prenatal care. The data is completed by the birthing facility and
is thought to be both reliat ind valid for each infant.

Data will be analyzed using SAS version 9.2. Frequencies and percents will be used to
summarize the data. Data will be analyzed in aggregate and by county of service, maternal age,
race, and payor source for delivery. Data will be reported by the percentage of mothers initiating
prenatal care by trimester.

Construct: Parental Use of Alcohol, Tobacco, or Ilicit Drugs
Objectives:




1. Decrease the proportion of women served by the HANDS program who report tobacco
exposure in the third trimester of pregnancy.

2. Decrease the percentage of families that report smoking in the home at the six month
HANDS visit.

Improvement will be a lower proportion of women reporting smoking 1 or more cigarettes
during the third trimester of pregnancy compared with the baseline year (year one), and lower
proportion of families reporting smoking in the home compared with year one.

NDS database. The live birth
the HANDS program data to
ficate captures data for tobacco
on reported tobacco use during
has been documented with
measure for comparison
ollects information on
ained by personal
d to collect this
1isehold tobacco

Data will be obtained through the live birth certificate and t
certificate from the Office of Vital Statistics will be linke
provide a comprehensive source of data. The live bi
exposure by each trimester of pregnancy. This measur
the third trimester of pregnancy. Underreporting of tobacco exp
the live birth certificate; however these files provide a consisté;
between HANDS and non-HANDS participants. The HANDS data
smoking in the home in the Family Status Worksheet. The data ar
interviews with the family conducted by a Family Support Worker who is
type of data. The HANDS data proyide a unique opportunity to assess

exposure. ; ‘ '

. Any woman who reports
» who reports not smoking in the
values will be excluded from the analysis.

The wvariables will be summarized using

home will be classified as no. Unknown or m1
Analyses wﬂl be conducted in SAS version

rt having a medical home. Improvement will be indicated by an
[ANDS participants reporting a medical home compared to the

children aged 6 months W
increase in the proporti
baseline.

Data will be obtained through the HANDS database, which collects information on whether or
not the mother/caregiver has a medical home on the Family Status Worksheet. The worksheets
are completed by Family Support Workers who are trained to collect this data through personal
interviews with the families. The responses will include Yes, No, and Unknown.

‘Analysis will be conducted using SAS version 9.2. Any unknown or missing values will be
excluded from analysis and data will be summarized using frequencies and percentages reported




in aggregate form and broken down by county of residence, maternal age, race, and payor source
for delivery. Data will be reported as the percentage of mothers/caregivers enrolled in the
HANDS program who report having a medical home.

Construet: Inter-birth Intervals

Improvement in inter-birth intervals will be an increase in the proportion of women with prenatal
entry in the HANDS program with an inter-pregnancy interval greater than or equal to 18 months
compared to the baseline.

Live birth certificate files from the Office of Vital Statistics linked with HANDS program data
will be the primary data source for measuring the construct. The live birth certificate includes
the date of the last birth/date of last other pregnancy outcome and the date of the last menstrual
periods. The inter-birth interval is calculated as the difference in months between the two dates.
The data are collected by the birthing facility and are.thought to be reliable and accurate.

* number of months between pregnancies will
the last menstrual period and the date of the
tomized into two groups: inter-
eater than or equal to 18 months.
e analyzed in aggregate and broken
ill be reported as the percentage of
er than or equal to 18 months

Data will be analyzed using SAS version 9.2
be calculated as the difference between the d
last birth/other pregnancy outcome. These valu
birth intervals less than 18 months and inter-birth

down by county of service, maternal age, and race. Data
women participating in HANDS with inter-birth intervals g

sed by determining whether a mother has a histofy of
time of screening. Women who screen positive will be

Data will be collected by the HANDS: program via three methods. The HANDS referral
documentation determines a history of depression in the women screened. Women are screened
using the Edinburgh Postnatal Depression Scale at the time of enrollment in the program and at
up to four times during enrollment in HANDS. HANDS also collects data at the end of the
depression screen on whether a referral was utilized, and why a referral was not given if
© screening is positive and a referral was not utilized. Data are self-reported to HANDS home
visiting staff and are subject to recall, social desirability, and interviewer biases. The Edinburgh
Postnatal Depression Screening is highly specific and sensitive and has been validated by
empirical testing methods. All HANDS personnel who administer the screening are nurses,
social workers, or other healthcare professionals and have been trained by HANDS in screening
methods. Based on the Edinburgh scale, a score of 13 or more indicates current depressive
symptoms and results in a referral to a healthcare provider.

HANDS caseworkers will review documents to determine whether a woman has been screened
for depréssion and what her status is in order to inform their visits. Maternal depression data will




be used to calculate the proportion of HANDS women with histories of depression, the
proportion of depressive women not receiving services for depression, the proportion of women
who received services for depression due to HANDS referrals, and the referral outcome
proportions. Data will be reported as the percentage of women enrolled in HANDS screening
positive for depression who are referred to medical professionals and the proportion of women
previously treated for depression who have repeat positive depressive screens.

Construct: Breastfeeding

This construct will be used to measure the proportion of mothers served by the HANDS program
prenatally who breastfeed their infants at six months of age. Improvement will be indicated by a
higher proportion of women with prenatal care entry in the HANDS program who breastfeed
their children at six months compared to the baseline.

The HANDS database collects information reg
Worksheet obtained by a Family Support W
data are collected as a yes/no variable with
classified as a yes, and women reporting not bre
missing values will be excluded from the analysis.

ing breastfeeding on the Family Status
vho is trained to collect sensitive data. The
women reporting breastfeeding at six months
tfeedingsat six months a no. Unknown or

Analyses will be conducted using SAS 9.2. The proportion of HANDS participants breastfeeding
at six months will be summarized using frequencies and p tages. Data will be analyzed in
aggregate as well as stratified by race, maternal age, payor s . and county in order to target
various groups for interventions. The data will be reported by the percent of HANDS mothers

breastfeeding at six months postpartum.

Construct;: Well Child Visits

d to measure the proportion of children aged one year served by the
ve the recommended schedule of well child visits. Improvement will
rtion of children receiving the recommended schedule of visits

chedules is collected by the Family Status Worksheet in the
sollected by the Family Support Worker, who is educated in
ata are obtained by personal interview with the family and by
review of documentatio the provider that a health care visit occurred. HANDS uses a
Health Progress form to d ent the date and any notes of a well child visit at age one month,
two months, four months, six months, nine months, one year, 15 months, 18 months, and two
years. The home visitor verifies this information as proof that documentation has been reviewed.
At the one year home visit a review of the Health Progress form is completed to determine
whether the six visits have occurred. If all six visits occurred the child is said to have completed
the recommended schedule of well child visits.

collecting this inform

Data will be analyzed using SAS version 9.2. The data will be reported as percent of children
participating in HANDS who received the recommended number of well child visits at one year




of age. Data will be summarized using frequencies and percents and will be analyzed in
aggregate and stratified by county of service.

Construct: Maternal and Child Health Insurance

Objectives:
1. Increase the proportion of mothers served by the HANDS program who report insurance

coverage on entry into the program.
2. Increase the proportion of children exiting the HANDS program who have insurance
coverage. ‘

hers entering the program with
rogram with insurance coverage

Improvement will be indicated by a higher proportion
health insurance and a higher proportion of children ex
compared to baseline levels.

her/caregiver and/or the
ation is obtained by
his variable are:

The HANDS database collects information on whether or not the
child have insurance coverage on the Family Status Worksheet. The in
personal interview conducted by a Family Support Worker. The response
Medicaid, private insurance, or uninsuged

The data will be dichotomized into vories: insured and uninsured. The insured group
will include participants who have privi
uninsured will comprise the uninsured group
the analysis. Analyses will be completed 3 $ 1.9.2. Data will be reported as the
percentage of mothers/caregivers served by ' ave:
entry into the program. Data will also be reported as the percentage of children who have

insurance coverage at the time of exit from the H DS program.

nultiple sources. Data for emergency department (ED) visits for
idence of child injuries requiring medical treatment will be

participants are Medi its in Kentucky. The Kentucky ED electronic record database
doesn’t have personal identifiers and HANDS participants cannot be identified directly from the
database. Data on reported suspected maltreatment for children, reported substantiated
maltreatment, and first-time victims of maltreatment of children will be obtained by the
Department for Community Based Services, Division of Child Protection and Safety. All reports
are collected in the TWIST database system, which includes case reports, medical evaluations,
family histories, and social worker comments. All other data will be collected from surveys
administered by HANDS program personnel to adult participants.

Data will be monitored continually and a report will be produced annually.




Construct: Child Visits to Emergency Departments from All Causes

Improvement will be indicated by a decrease in the rate of ED visits for children enrolled in the
HANDS program. ED visit rates will be compared with the rate of visits for a group of children
who were eligible for the program but did not participate.

Data will be obtained through the Kentucky Department for Medicaid Services’ database. 90%
of HANDS participants are enrolled in Medicaid. The rate will be calculated as the total number
of ED visits billed to Medicaid divided by the total number of children enrolled. Children who
are not enrolled in Medicaid will be excluded in the calculation of this indicator. Medicaid data
are routinely checked to provide accurate quality data.

Analyses will be conducted in SAS 9.2 and the data will be summarized by aggregate data as
well as stratified by age group. Data will be reported as a decrease in the number of Medicaid-
eligible children enrolled in HANDS who have visited the ED compared to baseline levels.
Reports will be generated annually.

Construct: Mother visits to Emergency Depa ts fro

11 Causes

ecrease in the rate of ED visits for
r-HANDS mothers will be compared
n the program.

Improvement in the construct will be characterized by
mothers enrolled in the HANDS program. ED visit rates-
to the rate for mothers who were eligibie but did not partic

e Kentucky Department for Medicdid Services® database. 90%
1 Medicaid. The rate will be calculated as the total number of
vided by the total number of women/caregivers enrolled.
rolled in Medicaid will be excluded in the calculation of this

Data will be obtained
of HANDS mothers

Women/caregivers wh
indicator. Medicaid data

Medicaid-eligible women enrolled in HANDS who have
Is. Reports will be generated annually.

reported as a decrease in the number.
visited the ED compared with baselin

Construct: Information Provided or Training of Participants on Prevention of Child
Injuries

Improvement of the construct will be quantified by an increase in the number of HANDS adult
participants who received information and were trained on the prevention of childhood injuries.
Data will be collected by surveys administered by HANDS personnel. Adult participation
surveys provide the most comprehensive data in this area as training and information can come
from a variety of sources and only the participant can report this data. The data will be collected
quarterly with the first survey administered upon entry to the program.

Analyses will be conducted using SAS version 9:2. The construct will be reported as the
percentage of HANDS participants who receive information or training on injury prevention by
the total number of families participating. Data will be evaluated for improvements in the




number of HANDS participants who receive information or training on childhood injury
prevention.

Construct: Incidence of Child l[njuries Requiring Medical Treatment

. Improvement in this area will be constituted by a decrease in the rate of child injuries requiring
medical treatment in HANDS participants. The rate of child injuries in HANDS participants will
be compared with a control group that was eligible for HANDS but did not participate.

Data will be collected through the Medicaid Services’ database. The Kentucky ED and inpatient
hospital discharge records do not have personal identifiers and HANDS participants cannot be
identified directly from these databases; more than 90% of HANDS participants are Medicaid
recipients. Medicaid claims data are high quality due to the high number of quality checks _
performed on the data. Medically treated injuries for both children enrolled in HANDS and
those in the control group will be identified through. this system. Injury cases will be identified
as cases with principal diagnosis codes of injur ildren who are not Medicaid recipients will
be excluded from this construct as there are:n' opriate measures to identify them through
hospital databases. ‘

Data will be reported by aggregate numbers and rage group. It will be reported as
the rate of child injuries requiring ' NDS participants. ‘The rate will be
calculated as the total number of injt ED, and ambulatory care billed to
Medicaid divided by the total number

This construct Will be measured as the numbe ses of suspected maltreatment divided by the
m. JImprovement will be quantified as a decrease

nts. This data are collected and entered by trained nurses and
ated and is housed on a secure server. HANDS data will be
linked with TWIST ine how many HANDS children have a report of suspected

maltreatment. It is po

lue to the nature of the families the HANDS program serves. All
families receiving HANDS services are monitored for reports of child maltreatment.

For the analysis, HANDS data will be linked with DCBS data on suspected maltreatment.
Frequencies and rates of suspected maltreatment will be calculated and compared to the
benchmark. Data will be reported in aggregate and stratified by age group as well as
maltreatment type. Data will be reported annually as the rate of suspected cases of maltreatment
in HANDS children.

Construct: Reported Substantiated Maltreatment for Children in the HANDS Program -




This construct will be measured as the number of cases of substantiated maltreatment divided by
the total number of children in the HANDS program. Improvement will be quantified as a
decrease in the number of children who have been referred to the Department for Community
Based Services (DCBS) for substantiated maltreatment.

Data will be collected by the Department for Community Based Services, Division of Child
Protection and Safety. All reports of both suspected and substantiated maltreatment are
“maintained in the TWIST database, which includes case reports, medical evaluations, family
histories, and social worker comments. This data are collected and entered by trained nurses and
social workers and is routinely updated and is housed on a server. HANDS data will be
linked with TWIST data to determine how many HAND en have a report of suspected
maltreatment. It is possible that an increase in reports stantiated maltreatment will be
observed in this population due to the nature of the f; HANDS program serves. All
families receiving HANDS services are monitored for iild maltreatment.

For the analysis, HANDS data will be linked with DCBS data on
Frequencies and rates of substantiated maltreatment will be calcula
benchmark. Data will be reported in aggregate and stratified by a
maltreatment type. Data will be reported annually as the rate of subst
maltreatment in HANDS children.

stantiated maltreatment.
d compared to the

itment and are first time victims.
«children who are first-time victims divided by
e victims are those who have a maltreatment

This measure will be calculated by the nurnbe
the number of chlldren in the program. First
disposition of: “victi and have never had a prior:

Protectios S eports of both suspected and substantiated maltreatment are
base, which includes case reports, medical evaluations, family
ents. This data are collected and entered by trained nurses and
A ydated and is housed on a secure server. HANDS data will be
linked with TWI
maltreatment. It is possibl t an increase in reports for suspected maltreatment will be
observed in this popula ge to the nature of the families the HANDS program serves. All
families receiving HAND rvices are monitored for reports of child maltreatment.
For the analysis, HANDS data will be linked with DCBS data on first-time victims of
maltreatment. Frequencies and rates of substantiated maltreatment will be calculated and
compared to the benchmark. Data will be reported in aggregate and stratified by age group as
well as maltreatment type. Data will be reported annually as the rate of first-time victims of

maltreatment in HANDS children.

III. Improvements in School Readiness and Achievement




Data will be obtained from the HANDS database The HANDS database is collected
electronically on an ongoing basis. Analyses using these data will be completed on a quarterly
basis. Comprehensive reports will be completed annually

Data will be collected using the Family Rating Scale, the Ages and stages Questionnaire (ASQ),
and the HANDS database. The Family Rating Scale is used to determine parenting skills,
beliefs, and resources in order to ensure support for child development. The ASQ collects
information about the child’s communication, gross motor, fine motor, problem solving,
personal-social, and social-emotional scores. The following question from the Family Rating
Scale will be used:

1. Provides enriching/learning experiences.
2. Understands child development

urces when their child is one month old by a
ta. The data are collected through personal
ble at one month and one year of age. Parents
“as improved, all other parents will
xcluded from the analysis.

amily Rating Scale: parent support
f child development and of their
ation, language, and emergent
ches to learning including
motional well-being will be
NDS database contams data relatmg to depression history,
-violence, and employment status, which are factors that

Parents are evaluated for parental behaviors an
Family Support Worker who is trained to col
interviews with the parent/caregiver as a scale
who improve on the scale between screenings w
be coded no improvement. Unknown or missing v
Data for the following constructs will be collected using
for children’s learning and development, parent knowl
child’s developmental progress. Data for child’s com
literacy, child’s general cognitive skills child’s positive ap

increase on the scale for the measur
and/or children who show improvemen!
the respective groupings.

Rates will leso be calculated based on number of parents
ivided by the total number of HANDS participants in

Data will be analyzed using SAS version 9.2. Frequencies and percents will be used to
summarize the data. Data will be analyzed in aggregate and by county of service, maternal age,
race, and payor source for delivery.

IV. Crime or Domestic Violence

Data will be obtained through the HANDS database. The database is collected electronically on
an ongoing basis.” Data are collected up to three times: 6-8 months prenatal, 2-8 weeks
postpartum, and 8-12 months postpartum. Comprehensive reports will be completed annually.

Construct: Screening for Domestic Violence




Improvement in this construct will be measured by an increase in the rate of domestic violence
- screenings among HANDS women over time compared to the baseline. In addition, a decrease
in the rate of domestic violence will be considered an improvement.

The physically Hurt, Insulted, Threatened with harm, and Screamed (HITS) Domestic Violence
Screening Scaled will be used to identify intimate partner violence. The screening tool is quick
to administer and is reliable and valid. The data will be collected by HANDS personnel who are
trained in screening methods. The data will be used to determine characteristics of HANDS
participants who are victims of domestic violence (i.e. Medicaid status, depression history,
number of children, age of mother, etc.) all of which are collected in the HANDS database. The
data will be collected as a scale variable with scores greater than 10 considered positive screens
for domestic violence. The variable will be dichotomized based on this cut-point for analysis.

Data will be reported as frequencies and percents and will be presented in aggregate. Missing or
unknown values will be excluded from analysis. To determine improvement in screening the
number of HANDS participants completing the HITS screening will be divided by total HANDS
participants. An increase will indicate improvement in that area. To determine improvement in
the rate of domestic violence, the number of women who screened positive for domestic violence
will be divided by the total number of HANDS participants. A decrease in the rate compared to
baseline will be considered improvement.

Construct: Of Families Identifie [} Presence of Domestic Violence, Number of

ase in the rate of referrals made to

, and Screamed (HITS) Domestic Violence
vartner violence. The screening tool is quick
Lbe collected by HANDS personnel who are
trained 1 He The data will be collected as a scale variable with scores greater

: : creens for domestic violence. Scores greater than 10 indicate that a
ate services should be identified.

HANDS caseworl i documents to determine whether a woman has been screened
for domestic violen °r status is in order to inform their visits. Domestic violence
data will be use e proportion of HANDS women with histories of domestic
violence, the proportio estic violence cases not receiving services, the proportion of
women who received s or domestic violence due to HANDS referrals, and the referral
outcome proportions. Data will be reported as the percentage of women enrolled in HANDS
screening positive for domestic violence who are referred to professionals and the proportion of
women previously screened for domestic violence who have repeat positive domestic violence
screens.

Data will be reported as a rate of appropriate services identified and referrals made divided by
“the total number of participants with positive domestic violence screens. Improvement will be
indicated by an increase in this rate compared to baseline values.




Construct: of Families Identified for the Presemce of Domestic Violemce, Number of
Families for Which a Safety Plan was Completed

Improvement in this construct will be measured by an increase in the rate of safety plans made to
women who screened positive for domestic violence over time.

The physically Hurt, Insulted, Threatened with harm, and Screamed (HITS) Domestic Violence
Screening Scaled will be used to identify intimate partner violence. The screening tool is quick
to administer and is reliable and valid. The data will be collected by HANDS personnel who are
trained in screening methods. The data will be collected as a scale variable with scores greater
than 10 considered positive screens for domestic violence. Scores greater than 10 indicate that a
referral is needed and safety plans should be developed.

her a woman has been screened
ir visits. Domestic violence
ith histories of domestic
ices, the proportion of
Is, and the referral
olled in HANDS

HANDS caseworkers will review documents to dete ,
for domestic violence and what her status is in order toi

data will be used to calculate the proportion of HANDS wom
violence, the proportion of domestic violence cases not receiving
women who received services for domestic violence due to HANDS
outcome proportions Data Will be reported as the percentage of wome

Data will be reported as a rate of safety'¢
with positive domestic violence screens.
rate compared to baseline values.

V. Family Economic Self-Sufficiency

Improvement 1 s construct

1 be quantified as an increase in total household income and
benefits over time ’
Data on income and b are collected by HANDS personnel upon entry into the program,
and is updated one yearwlater. An increase in income and benefits between the two
measurements is considered an improvement. Data are based on parent/caregiver self-report to
HANDS program personnel and are subject to reporting bias. Data will be dichotomized to
allow for analysis: increases in income and benefits will be given a value of yes, and decreases or
no change will be given values of no.

Data will be reported as a rate of increase in income and benefits over time. It will be calculated
- as total families who increased income and benefits over total HANDS participants. Increases in
the rate will be considered improvement over time.




Construct: Employment or Education of Adult Members of the Household

Improvement in this construct will be indicated by an increase in the educational attainment of
adult HANDS participants over time. Improvement will also be indicated by an increase in the
number of adult participants who are employed over time.

The data will be collected by HANDS personnel during entry to the program and one year later.
Data on education level and employment status are collected and maintained in the HANDS
database. Data will be based upon self-report and are subject to reporting bias. Data for
employment will be recorded as the number of adult household members employed during the
month and average hours per month worked. Education will be measured by educational
benchmarks achieved by each adult household member. HANDS staff will work with families to
improve these measures through referrals, linkage, and encouragement.

‘among HANDS participants: number of
tal number of participants. And will be
d as a rate of increased educational attainment

: it indicates an improvement in

Data will be reported as the rate of emplo
HANDS participants who are employed o
compared to baseline. Education will be rep:
over time. When more benchmarks have be
education.

Constfuct: Health Insurance Status

Objectives:
1. Increase the p
coverage on € u ,
2. Increase the properti ildren exiting the HANDS program who have insurance

of mothers served by the HANDS* ‘ogram who report insurance

coverage.

oportion of mothers entering the program with

Improvement will be indicat (
of children exiting the program with insurance coverage

health insurance and a higher pro
compared to baseline levels.

The HANDS database collects information on whether or not the mother/caregiver and/or the
child have insurance coverage on the Family Status Worksheet. The information is obtained by
personal interview conducted by a Family Support Worker. The responses for this variable are:
Medicaid, private insurance, or uninsured.

The data will be dichotomized into two categories: insured and uninsured. The insured group
will include participants who have private insurance or Medicaid, and those reporting they are
uninsured will comprise the uninsured group. Unknown or missing values will be excluded from
the analysis. Analyses will be completed with SAS version 9.2. Data. will be reported as the
percentage of mothers/caregivers served by HANDS who have insurance coverage at the time of
entry into the program. Data will also be reported as the percentage of children who have
insurance coverage at the time of exit from the HANDS program.

V1. Coordination and Referrals for Other Community Resources and Supports




Data will be obtained through the HANDS database. Information is updated electronically in an
on-going basis. HANDS personnel conducting interviews to obtain data are trained to collect
each measure. Comprehensive reports will be produced annually.

Construct: Number of Families Identified for Necessary Services

Improvement in this area will be measured as an increase in screenings for various services
compared to baseline values. Screenings will be performed in four areas: maternal depression,
domestic violence, developmental delays in children, and social-emotional concerns in children.

Data will be obtained through the HANDS database which collects information in all four areas
by Family Service Workers who conduct personal 1nterv1 vith HANDS participants. Data
for depression is screened using the Edinburgh Depressio een, domestic violence is screened
using the HITS screening tool, and the Family S heet collects information on
developmental delays and social-emotional concern using the Ages and Stages
Questionnaire. All screening tools are deemed reliable in measu the appropriate construct
and collecting valid data. Data on depression and domestic violenc 1 be collected from all
women enrolled in the HANDS program in the prenatal period and at intervals postnatal.
Data on childhood developmental delays and social-emotional concerns will be collected at one
month and one year of age.

Analyses of the data will be perforni SAS version 9.2. Data for each screening will be

summarized using frequencies and percen A
by county of service, maternal age race < (for children). Rates for screenmgs will

number of HANDS participants. Data will b :
services over time.

crease in screemngs for necessary

of Families that Requii ervices and Received a Referral to

-Resources

for depression and dom ence and whether a child has been screened for developmental
delays and social-emotional‘concerns and what the status is in order to inform their visits. The
HANDS database collects information on whether or not referrals were made for
women/children screening positive. Positive screens include >10 for domestic violence, >12 for
depression, <48 for social-emotional concerns, and scores in the following areas for
developmental delays: <15.8 in communication, <18 in gross motor, <28.4 in fine motor, <25.2
in problem solving, and <20.1 in personal-social. The proportion of HANDS participants
screening positive will be matched with data on referrals. Data will be used to calculate the
proportion of participants not receiving services, the proportion who received services due to
referrals, and the proportion of referral outcomes.




Data will be reported as the proportion of families screening positive for the problem who
receive a referral over the total number of participants. Data will be reported in aggregate and
stratified by county of service and age group (for children).

Construct: MOU’s

Improvement in this construct will be indicated by an increase in the number of formal
agreements with social service agencies.

Data will be collected via the HANDS database. All MOU’s in:place with the HANDS program
are kept on file in the central office and updated regularly
Data will be reported as the total number of social serv1c .
communication with the HANDS program.

ncies with-an MOU and/or regular

Construct: Information Sharing
Improvement in this construct will be indicated by an increase in the aber of social service
agencies that engage in regular communication with the home visiting prov
Data are collected on the HANDS database which is updated regularly. The'd abase contains a
service. list with correspondmg points of.contact for each agency. The HANDS program will
work with other agencies in order to ypropriate referrals are made and points of contact
are added to the contact list. '

Data will be reported as the number of ag; there is a clear point of contact and

regularly shares data with the HANDS progr

Construct: Number of Completed Referrals

nstruct is indicated by an‘increase in the percentage of families with
f services can be confirmed.

e HANDS database, which contains all information collected on
t on file for each family and are updated regularly. Follow-up
als are administered at subsequent home visits and are verified
gency on a monthly basis.

Data will
participants. *

oportion of referrals of participatihg families with identified needs

Data will be reported as j
as verified over the total number of participating families with

whose receipt of service
identified needs.

ORGANIZATIONAL INFORMATION

HANDS is within the Kentucky Cabinet for Health and Family Services (CHFS), which is home
to most of the state’s human services and health care programs, including Medicaid, the
Department of Community Based Services (DCBS), and the Department for Public Health -
(DPH) (See Attachment 5. Organization Chart). As part of the Cabinet, HANDS is under the




oversight of the Deépartment for Public Health, within the Division for Maternal and Child
Health, Early Childhood Development Branch. The Department of Public Health develops and
operates all public health programs and activities for the citizens of Kentucky including health
service programs for the prevention, detection, care and treatment of physical disabilities, illness
and disease. The Division of Maternal and Child Health’s mission is to provide leadership, in
partnership with key stakeholders, to improve the physical, socio-emotional health, safety and
well-being of all Kentucky women, infants, children, adolescents and their families. The Early
Childhood Development Branch provides active leadership in achieving the health goals of the
state’s early childhood initiatives through HANDS, Child Care Health Consultation for Healthy
Start in child Care, Early Childhood Mental Health, First Steps: Kentucky’s Early Intervention
System, Newborn Metabolic Screening and K'Y Birth Surveillance Registry.

In addition to being a part of the CHFS’s structure, HANDS has a 10 year, well established
collaboration with other early childhood programs and systems through our KIDS NOW
Initiative (housed in the Cabinet for Education orkforce Development, Department of
Education, Division of Early Childhood). Through the KIDS NOW Initiative 25% of
Kentucky’s Master Tobacco Settlement dollarsigo.to early childhood programs across

public health, and education. The
Jdhood Development Authority,
arterly meeting where

heir programs and develop a

tate’s system of Community

representatives of the funded programs meet to share abou
quarterly report of activities. This is the group that oversees
Early Childhood Council

The MIECHV Program will be
home visiting program. At the , ¢e & staff consists of a Program Admmlstrator
Quality Assurance (QA) Coordinator, Technical Assistance (TA) Coordinator, Training
Coordinator, Data Coordinator, federal Gi nt Administrator and Administrative Assistant. The
Program Administrator is responsible for'oversight of all aspects of the program (TA, training,
data collection / reporting and evaluation), with emphasis on the regulations, finances, policies

and procedures, human resource activities, and collaboration with other state/federal agencies.

The TA Coordinator monitors the activities of the TA Team, which is comprised of seven (7)
regional staff. She tracks the completion of all components involved in all annual site visits,
which are performed to analyze the quality of home visitation services being provided. This
includes tracking of TA schedules, as well as documentation and follow-up of TAs and sites in
regards to the results found during each site visit. She also facilitates monthly TA Team meetings
which focus on information sharing and exchange between the Central Office team and the TA
Team. Agendas focus on allocation of funds, review of monthly data reports, updates to training
schedules/practices/concerns, TA specific questions/concerns/recommendations based on
interactions with program staff within their assigned region, and TA team/individual goal
setting/skill development/successes. She coordinates the development of resource materials TAs




utilize when giving support to sites. She will provide technical assistance to and monitoring of
those counties that implement the expansion to multigravida families, as identified for the
MIECHYV Program, and will assist the Federal Program Administrator in collaboration efforts
with other early childhood programs. :

The TA team consists of members who have had prior experience in the HANDS program
(HANDS Coordinator / Supervisor) and have successfully completed three weeks of intensive
training designed for the initial skill development of anew TA. The role of each TA is to assess
the fidelity of program implementation by conducting at least one annual visit per assigned site.
Through interviewing, shadowing of staff, chart reviews, and data report analysis TAs gather
information for completion and data entry of the HANDS Program Standards Checklist: TA Site
Visit and Site Self Assessment Document, which examin lowing program components:
referral screening, family assessment, staff supervision; ty collaboration, staff training,
utilization of curriculum, administration of a developmé ning tool, service referrals,

. program management, completion of all documentation, and data e into the web based
system. Based on the findings of the “checklist,” a summary identifyi 1te specific strengths
and opportunities for growth is completed and shared with the site. The sife then develops a plan
for growth to identify strategies and activities they will perform in order to meet program
standards outlined as opportunities for growth. Beginning in fiscal year 2011 *checklist” results
have been entered into the web based data system to serve as a baseline for ﬁlturé’“tracking of
each sites progress in meeting prograt ds, as well as outlining targets for desired
compliance. Information gathered at the an isit, in conjunction with feedback obtained
by TAs during additional site visits and p
program practices that require further refi ‘
across sites to improve home visitation servie

and coordinates actlvmes Wthh are
nt. These activities currently include

S Program Standards Checklist: TA Site Visit and Site Self
ribed above) and analysis of results reported on this instrument. In

Satisfaction
Survey is distri

“and impact of services pro to each family. The results are then entered into the HANDS
web based data system an tatewide summary report is developed. The HANDS Site
Satisfaction Survey is distributed to each HANDS site to gain input from program staff about the
frequency and benefits of support received from TA services; the value of training opportunities;
those areas of program implementation that require additional support; and the receipt/benefit of
HANDS materials (brochures, posters, and Helping HANDS for Healthy Home resources) and
results are reported as an average of each staff person’s rating. These results are also reported
into the HANDS web based data system and reports can be accessed to summarize statewide
results, results per site and results per TA region. As information is analyzed, the QA

Coordinator works with other HANDS staff to determine if enhancements or the development of




new policies, practices, trainings, methods of documentation, etc. are recommended. She then
coordinates the steps and activities to address the identified enhancements/developments. This
adds another layer to examining the fidelity of program implementation.

The Training Coordinator 1s responsible for overseeing implementation of the skill development
framework put into place for HANDS staff. This Coordinator works with a team of trainer,
facilitating the logistics and evaluation of the core, curriculum, and advanced trainings they
provide. In addition, she grants approval of trainings offered outside the HANDS structure when -
the opportunities meets a specific set of learning objectives within identified topic areas
-(Supervision, Program Evaluation, Collaboration, Program D pment, Program Management,
Program Orientation & Community Resources, Child Abuses glect/CPS Referral or
Reporting, Problem Solving/Crisis Referrals, Conﬁdentlal"' thics, CPR/First Aid, Home
Visiting Safety, Domestic Violence, Substance Abuse, ‘Health Issues, Developmental
Screening, Values Clarification/Cultural Competency, Pr G Postpartum Care,
Communication Skills, Language Development, Working with Fathers, Temperament &
Discipline, Dealing with Loss, Stress & Time Management). She is the lead for planning a two-
day, bi-annual training academy which provides HANDS staff across the st
opportunity to obtain their required training and to re-energize.

Since the TA Team monitors each s
between the Training Team and the
in the TA monthly meetings and acts as
Team meetings are facilitated by this Coa
recommendations for refinement of training that ma
communication between the TA and Training te
arrangements for quarterly HANDS Coordinato
communication in regards to program performang

blhty to apply training into practice, communication
15 essential; therefore, this Coordinator participates

een the two groups. Quarterly Training

s any trainer questions / concerns /

n addition to coordinating

; inihg Coordinator handles

eetings which provide a venue for statewide
.updates, concerns, skill development, etc.

The Training Team consists of trainers who have been-certified by Growing Kids, Inc. to provide
required trainings to HANDS staff. Fach trainer’s certification represents his/her extensive
training and knowledge acquisition in a core area (Screening and Assessment, Home Visitation,
Growing Great Kids curriculum, etc.). Since training of all staff engaging in home visitation and
supervision is key to program success, there is required training for all staff serving in the
HANDS program. Trainings occur in the following sequence that enables staff to transfer
knowledge into practice: Core Training (Parent Visitor & Family Support Worker), Growing
Great Kids Curriculum Training, Advanced Trainings, and Wraparound / Basic Training.
Completion of Core training modules provides staff with the foundational knowledge needed to
perform their specific role. This knowledge is integrated and anchored into Growing Great Kids
Curriculum trainings, which provides staff with a guide to providing quality home visits that
foster positive pregnancy outcomes, parent-child interactions, child growth and development,
healthy and safe homes, and family decision-making / self-sufficiency. To maintain program
effectiveness, staff must maintain and expand upon existing skills. Opportunities to continue
growth and development of skills are provided through supervision, advanced and Wraparound
training components.

The Data Coordinator works closely with web developers, assigned to HANDS by the Cabinet,
to continually adapt an existing web based system designed to gather “real time” data essential to




the analysis of program effectiveness and needs. The data system can be accessed and reports
generated at all levels, with feedback providing insight into how effective the program is and
what opportunities for growth exist. As program opportunities are identified, the Data
Coordinator works with the web developers to update/change the web based system to monitor
future successes and opportunities. She also provides technical support to HANDS data entry-
staff, as well as members of the Central Office, TAs, Trainers, Coordinators, and Supervisors.
Support primarily focuses on how to enter data so information is accurate and relevant to the
targeted outcomes, as well as support in extracting data reports that are meaningful and useful to
monitoring and identifying program strengths and opportunities for growth.

In order to build upon the existing functions of the Central Office and to successfully implement
the MIECHV grant, a federal Program Administrator and Epidemiologist have been added to the
Central Office staff structure. The federal Program Administrator will oversee all
responsibilities of the ACA grant. She will plan, develop and implement a process for enhancing
home visitation in the selected at-risk communities,..In addition, she will monitor and track new
program reports, develop monthly reports, and coordinate home visiting program and needs
assessments across early childhood programs stigh as Title V, CAPTA, etc. She will also
compile and submit data and required reports deral and state authorities.

n data pertaining to home

d support of statewide home

rts, charts, graphs and
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Health, and analysis of data

The Epidemiologist will collect, analyze, interpret
visitation. She will collaborate in planning, implementin
visitation program databases for MCH, as well as prepar
presentations to assist with analysis of data. She is instrum
explain data and improve ra]l data system for Maternal and
for benchmark monitori

clerical support to the HANDS Central Office team. She

ommumcanons to appropriate staff, distributing public
across the state, and sharing statewide

also plays an important role in completion of the

An Administrative As
is pr1mar11y resp0n51b

HANDS monthly service reporf

In addition to the HANDS Central Offi¢e; there are currently over 500 staff trained to provide
home visiting services across Kentucky. Each HANDS program is housed in one of Kentucky’s
district or independent Health Department sites and has HANDS staff responsible for the roles of
Parent Visitor (family assessment), Family Support Worker (home visitation), RN/SW (quarterly
home visits to provide a health/medical perspective), Data Entry Clerk (entry of required data

" that is reflective of service delivery), Supervisor (face-to-face supervision, shadowing, and
monitoring of HANDS staff), and Coordinator (oversight of local HANDS program). - All
HANDS staff are under the administrative direction of a Health Department Director /
Administrator, who oversees all programs implemented by the Health Department.

The Health Department staff are the direct line to families, beginning with the screening and
assessment process of expectant/new/multigravida parents. Families are screened by anyone
trained (including community partners) to utilize the nationally proven tool that has been
selected to briefly examine identified risk factors. When families screen positive they are
referred to the HANDS program for further assessment (Parent Survey/Kempe) by the Parent




Visitor to determine if they would benefit most from referrals to community resources and / or
participation in intensive home visitation services from HANDS. If HANDS home visitation is
offered to and accepted by a family, a Family Support Worker engages the family in weekly
home visits designed to target HANDS program goals: positive pregnancy outcomes, optimal
child growth and development, children living in healthy / safe homes, and families who are self-
sufficient. Visits are planned utilizing the Growing Great Kids Curriculum, as well as
completion of family goals, a childproofing checklist, child and family rating scale, Ages and
Stages developmental screenings, and the Edinburgh Depression Screen. In addition to weekly
home visits, families receive quarterly RN/SW visits to support the family with health and
medical focuses (i.e., well-child checks, immunizations, secondshand smoke, drug abuse, etc.).

All services are documented and information entered intg: NDS web based data system by .

Coordinator, the Data Clerk also acts as a check-point in regards to
services.

shadowing of home visits (Parent Vis amily Support Worker / RN-SW) the Supervisor
gathers information in regards to the 5 stre '
Supervision is required weekly for all em ides on-going support to discuss

es, 1 cerns, family goals, follow-up

plans, use of curriculum, parent-child intera
skill development. Supervision is key in the r:
services.

n addition she is responsible for monitoring the quality of
ation of annual parent satisfaction surveys and site satisfaction

Since 2003, when HAN eted roll-out to all 120 counties in the state, Kentucky has
continued to build a hom on program with the mission of building healthy, safe
environments for the optimal growth and development of children and the vision of every child
‘being wanted and cared for in a stimulation and nurturing environment. As of March 2011
HANDS staff have collectively provided services to 53,343 families, providing 58,759
assessments and 1,349,485 professional / paraprofessional home visits.

As part of this grant, the Dept for Public Health will also contract with Every Child Succeeds
(ECS)/Cincinnati Children’s Hospital to train and mentor specialists for the perinatal depression
home visiting intervention program enhancement. Specialists will also be monitored by the

- HANDS TA staff, but will receive discipline specific feedback and monitoring from ECS.




Provide information on the program’s resources and capabilities to support provision of
culturally and linguistically competent and health literate services.

Through the design of and HANDS utilization of the Growing Great Kids curriculum, visits are
geared towards being culturally competent. The first five (5) modules of the Growing Great
Families component of the curriculum assist the Family Support Worker in learning what is
important to the family, so they can be supported in getting what they want from services. The
modules focus on parental expectations for their child; family values and strengths; cultural
values, traditions and family practices; and creating an individualized plan for family support and
growth. Knowing what the family wants and needs is key to Wiiilding a relationship, therefore
HANDS highly encourages sites to engage in these five m s within the first three (3) months

terials, HANDS
S sources are available in

Kentucky has a growing Hispanic population; therefore, curriculu
brochures, HANDS posters, and Helping HANDS for Healthy Hom

count HANDS web based data system,
. implementation of HANDS, epidemiologist
z-scores updates, the HAN.
visits (utilizing the HANDS Pra
Assessment Document).

Describe the adequacy of resources to.continue the proposed project after the grant period
ends and the state’s demonstrated commitment to home visiting. Provide an assurance that
cuts in state funding will not be made to a broad array of home visiting programs in the
future.

Kehtucky will continue to put forth $8.3 million dollars annually for home visitation services
which is the baseline for meeting the Maintenance of Effort as described in the SIR as of March
23" 2010. DPH will track expenditures monthly to ensure maintenance of effort.




FY11 Budget

Expense Category Total Costs
Personnel-Salary and Wage ' $38,760
Fringe Benefits $16,667
Travel $4,786
Equipment , $2,500
Supplies ' $1,500
Contracts ' $6,898,388
Other

Total Direct Charges $6,962,601
Indirect $8,527
Total Requested $6,971,128
Personnel Costs: $38,760

The role of Technical Consultant for Healthy Families America will streamline the process of
accreditation. This will be a full-time position and the estimated annual salary will be $38,760.
The Technical Consultant will serve as a systems coordinator and work with at-risk county and
HFA to ensure the standards of the proven home visitation model.

Technical Consultant X 12 months , $38,760

Fringe Benefits: $16,667 .
The Fringe Benefits will be 43% of the annual salary and they will include FICA, retirement,
health insurance, unemployment insurance, life insurance. The fringe benefits are directly
proportional to that portion of personnel costs that are allocated for the project.

Technical Consultant X 12 months $16,667

Travel: $4,786
In State Travel will be necessary to work with the 39 at-risk counties to incorporate a universal

screening, collaboration with other home visitation programs and to ensure benchmark data is
being completed and HF A standards are achieved.

38 tﬂps X 100 miles @0.47 per mile $1,786
Out of State Travel to attend required grantee meeting $3,000
Equipment: $2,500
Computers @$2,500 for new staff ' $2,500

New desktop computer equipment will be necessary for the position that will be created to the
current home visiting program.

Supplies: $1,500
Supplies X 12 months




Paper, pens $500

Postage 1,000 letters at .44 ea $440

Flip Charts, markers, highlighters, binders $560
Subcontracts: < $6,898,388
Subcontract: Healthy Families America $52,388

Purpose: To join an evidence based model approved through HomVEE
Estimated costs: '

@

@

Large site fee: ($1350) x 19 sites = $25,650

Small site fee: ($675) x 6 sites = $4,050

Technical assistance site visits: 60% of sites receive review every 4 years @$2,000 per
visits = $7,500

Application Fee: Every four years there is an application fee = $750 (average of $188 per
year for four years)

HFA Evaluation Contract = $15,000

Deliverables:

Provide technical assistance and on-site evaluation of the program

Provide on-line training modules required for training by Healthy Families America
Accreditation to national evidence based model

Provide resources to sites

Provide evaluation guidance in order to meet benchmarks

Subcontract: 10 District Health Depts: 15 Independent Health Centers  $5,661,000
Purpose: To provide home visitation services to at-risk families outlined in the Federal

Legisla

tion in the 39 identified at-risk counties

Estimated costs: Services-$3,711, 000 Start-up costs - $1,950,000

Deliverables:

October 1, 2011 - Sept 30, 2012

Year 1 (prenatal)

District

Number
Multi- | 25% Family | of 16 visits x $125

- | gravidas Participation | Expected | (ave of para & pro

Rank | County 2008 (#) rate Visits visit) ‘
38 | EDMONSON - 87 22 348 $ 43,500
40 | METCALFE 99 25 396 3 49,500
42 | BUTLER : 129 32 516 $ - 64,500
315 79 1260 $ 157,500
26 | MASON . 196 49 784 $ 98,000
17 | JACKSON 98 25 392 3 49,000

18 | HARLAN 267 67 1,068 5 133,500




20 | CLAY . 238 60 952 $ 119,000
24 | BELL 312 78 1,248 $ 156,000
. 47 | ROCKCASTLE 160 40 640 $ 80,000
1075 269 4,300 $ 537,500

9 | BATH _ 91 23 364 $ 45,500

19 MENIFEE 48 12 192 $ 24,000
28 | ROWAN 235 59 940 $ 117,500
32 | MORGAN 120 30 480 $ 60,000
494 124 1,976 $ 247,000

27 | MCCREARY 166 42 664 $ 83,000
29 | CUMBERLAND 58 15 232 $ 29,000
‘ 224 56 896 $ 112,000

36 | GRAYSON } 262 66 1,048 $ 131,000

ILime Sandy ‘ »15| ELLIOTT | - 44 11 176 $ 22,000
|Little Sandy l 22 l CARTER |2 68 1,084 $ 135,500
315 79 1,260 $ 157,500

45 l TRIGG | 109 27 436 $ 54,500

21 | FULTON 76 19 304 $ 38,000

35 | BALLARD 83 21 332 $ 41,500

37 | HICKMAN 37 9 148 $ 18,500

43 | MCCRACKEN 652 163 12,608 $ 326,000

848 212 3,392 $ 424,000

39 | NICHOLAS 86 22 344 $ 43,000

3 | MAGOFFIN 108 27 432 $ 54,000

5 | MARTIN 129 32 516 $ 64,500

7 | FLOYD 317 79 1,268 | $ 158,500

13 | JOHNSON 163 a_ | es2 |3 81,500

14 | PIKE 429 107 1,716 | $ . 214,500

16 | POWELL 112 28 . 448 $ 56,000

23 | LEWIS 71 18 284 $ 35,500

25 | KNOX 381 95 1,524 $ 190,500




30 | WHITLEY 419 105 1,676 $ 209,500
31 | MONTGOMERY 325 81 1,360 $ 162,500
33 | ESTILL 159 40 636 $ 79,500
34 | BOYD . 445 111 1,780 $ 222,500
41 | GARRARD 168 42 672 $ 84,000
44 | MONROE 120 30 480 $ 60,000
46 | FLEMING 152 38 608 $ 76,000
L aa 1857 29688 $ 3,711,000
o Start up costs for 39 counties @$50,000: $1,950,000
Start-up costs Cost _ Definition: ’
Training Growing Great KIDS Curriculum (@$450 a set); education items
Materials $15,000  supporting multi-gravidas, Core materials, etc
Training $ 7,500 Salary for staff to attend training, hotel costs, travel, per diem
Outreach to
Community '$7,500  Salary for staff time, meeting rooms, rental of equipment
. Incentives for families that promote the program goals such as
Incentives $10,000  safety in the home

Advertisement  $5,000 Pamphlets, Billboards, Promotional Items
Ttems such as craft supplies needed to support the curriculum
Supplies $5,000  activities

Subcontract: Every Child Succeeds ‘ $180,000

Purpose: To train and support 12 full-time mental health specialists to provide in-home therapy
to mothers participating in home visitation services that are suffering with depression
Estimated costs: $15,000 for training x 12 FTEs = $180,000

Deliverables:
e Develop Implementation Plan based on site visit and discussions with home visiting
agencies. .

e Train home visitors and site administration in screening and referral procedures. |
o Schedule and provide 12 therapists and doctoral level supervisor with an intensive, three-
day training in IH-CBT in Cincinnati.
Provide therapists and the supervisor with the IH-CBT manual.
e Conduct regularly scheduled on-site and telephone consultations to support therapists in
effectively implementing the IH-CBT treatment. :
e Review a sample of audiotapes of IH-CBT sessions to ensure quality and fidelity to the
treatment model. . _
Subcontract: Kentucky Mental Health Center (varies areas) $780,000
Purpose: To hire 12 full time mental health specialists to provide in-home therapy to mothers
participating in home visitation services that are suffering with depression
Estimated costs: $65,000 annual salary and fringe x 12 = $780,000
Deliverables: :




o Hire 12 full-time individuals with Masters-level training in social work, psychology, or
counseling (ML) and with prior training in Cognitive Behavioral Therapy to serve as
therapists and implement the Program. '

o Cover travel expenses for therapists to attend Cincinnati training.

e Ensure home visiting site cooperation with and engagement in MDTP implementation.

e Systematically screen mothers in home visiting using a standard depression screen in
order to generate referrals into the MDTP program.

e Ensure therapists attend a three-day cognitive behavioral therapy refresher training at the
Beck Institute in Philadelphia or equivalent CBT immersion experience prior to
participating in the Program training. Cover travel and training costs for this experience.

¢ Provide data on program implementation and outcomes to facilitate comparison to
Cincinnati experiences with MDTP.

Subcontract: External Evaluator : $100,000

Purpose: To evaluate the home visiting expansion according to the methodology outlined in the
proposal ’

Estimated costs: $100,000

Deliverables:

e Collaborate in planning, implementing and support of statewide home visitation program
databases for MCH. Prepare reports, charts, graphs as well as presentations.

o Assess adequacy of data available for analysis and conduct studies to indentify
populations at risk. Assist in formation of hypothesis to explain data.

e Coordinate efforts to improve overall data system for Maternal and Child Health and
applies scientific sampling techniques foruse in studies. Performs analysis on data for
benchmark monitoring. ' _

e Other duties as assigned including technical support for participant and prepare
information for federal grant reporting and related Maternal and Child Health initiatives.

Subcontract: CHES IT . $125,000
(Cabinet for Health and Family Services Information Technology)
Purpose: Programming will be needed to make modification to the current web-based system to
accommodate additional data collection for the program to provide specific data on high-risk
populations for analysis and to capture data that will be needed to measure benchmarks at 3 and
5 years. .
Estimated costs: $125,000 - Salary for one programmer ($65/hr @40 hours a week/240 days a
year)
Deliverables: .
e Data collected processes for eligible families that have been enrolled in the program who
receive services funded with the MIECHV Program funds on all benchmark areas
o Bach benchmark area includes multiple constructs. Collection of data for all constructs
under each benchmark area.
e To provide a method of demonstrating improvements in at least four benchmark areas by
the end of three years.

Indirect Costs: $8,527




Twenty-two percent is the indirect rate applied only to salaries in federal applications by

Kentucky.

FY11 Salaries: $ 38,760 x 22% = $8,527

FY12 Budget
Expense Category ' Total Costs
Personnel-Salary and Wage : $40,698
Fringe Benefits $20,200
Travel $4,786
Equipment
Supplies ' $1,500
Contracts . ' $6,803,888
Other ‘
Total Direct Charges _ e $6,871,072
Indirect : ~ $8,954
Total Requested | $6,880,026
Personnel Costs: : $40,698

The role of Technical Consultant for Healthy Families America will streamline the process of
accreditation. This will be a full-time position and the estimated annual salary will be $40,698.
The Technical Consultant will serve as a systems coordinator and work with at-risk county and
HFA to ensure the standards of the proven home visitation model.

Technical Consultant | X 12 months $40,698

Fringe Benefits: $17,500

The Fringe Benefits will be approximately $20,200 (FICA @ 7.65%; Retirement @ 19.82%; and
Health and Life benefits @ an estimated $9,000). The fringe benefits are directly proportional to
that portion of personnel costs that are allocated for the project.

Technical Consultant | X 12 months ’ $17,500

Travel: ' $4,786
In State Travel will be necessary to work with the 39 at-risk counties to incorporate a universal

screening, collaboration with other home visitation programs and to ensure benchmark data is
being completed and HFA standards are achieved.

38 trips X 100 miles @0.47 per mile $1,786
Out of State Travel to attend required grantee meeting $3,000
Supplies: - | $1,500

Supplies X 12 months
Paper, pens _ ‘ $500




Postage 1,000 letters at .44 ea $440

Flip Charts, markers, highlighters, binders $560
Subcontracts: $6,803,888
Subcontract: Healthy Families America : $52,388

Purpose: To join an evidence based model approved through HomVEE
Estimated costs: .
e Large site fee: ($1350) x 19 sites = $25,650
o Small site fee: ($675) x 6 sites = §4,050
o Technical assistance site visits: 60% of sites receive review every 4 years @$2,000 per
visits = $7,500
o Application Fee: Every four years there is an application fee = $750 (average of $188 per
year for four years)
e HFA Evaluation Contract = $15,000

Deliverables: ,
e Provide technical assistance and on-site evaluation of the program
e Provide on-line training modules required for training by Healthy Families America
e Accreditation to national evidence based model
e Provide resources to sites
s Provide evaluation guidance in order to meet benchmarks

Subcontract: 10 District Health Depts; 15 Independent Health Centers $5,566,500
Purpose: To provide home visitation services to at-risk families outlined in the Federal
Legislation in the 39 identified at-risk counties

Estimated costs: Services-$5,566,500

Deliverables:
October 1,
2012 - Sept
30, 2013
Year 2 (0-12 mos)
Number
Multi- 25% Family | of 16 visits x $125
gravidas | Participation | Expected | (ave of para & pro
District Rank | County 2008 (#) | rate Visits visit)
Barren River 38 | EDMONSON 87 33 522 | § 65,250
Barren River 40 | METCALFE 99 37 594 | $ 74,250
Barren River 42 | BUTLER 129 48 774 1 $ 96,750
315 118 - 1890 ] % 236,250
Buffalo Trace | 26| MAsON 196 74 1176 | $ 147,000 |
Cumberland Valley 17 | JACKSON 98 37 588 | . $ 73,500
Cumberland Valley 18 | HARLAN 267 100 1602 | § 200,250
Cumberland Valley 20 | CLAY 238 89 1428 | $ 178,500




Cumberland Valley 24 | BELL 312 117 1872 | $ 234,000
Cumberland Valley 47 | ROCKCASTLE 160 60 960 | $ 120,000
403 6450 | 3 806,250
Gateway 9| BATH 91 34 546 | 3 68,250
Gateway 19 | MENIFEE 48 18 288 | % 36,000
Gateway 28 | ROWAN 235 88 1410 ] $ 176,250
Gateway 32 | MORGAN 120 45 7201 $ 90,000
185 2964 1 § 370,500
Lake Cumberland 27 | MCCREARY 166 62 996 | § 124,500
Lake Cumberland 29 | CUMBERLAND 58 22 348 | § 43,500
‘ 84 1344 | $ 168,000

Lincoln Trail 36 ! GRAYSON 262 98 15721 8 ]96,500_1
Little Sandy 15| ELLIOTT 44 17 264 | § 33,000
Little Sandy 22 | CARTER 271 102 1626 | § 203,250
118 1890 | § 236,250

Pennyrile 45 l TRIGG 109 41 654 | $ 81,750 J
Purchase 21 | FULTON 76 29 456 | § 57,000
Purchase 35 | BALLARD 83 31 498 | $ 62,250
Purchase 37 | HICKMAN 37 14 22§ 27,750
Purchase 43 | MCCRACKEN 652 245 3912 | $ 489,000
' 318 5088 | $ 636,000

Wedco 39 | NICHOLAS 86 3 516 | 3 64,500 |
Independent 3 | MAGOFFIN 108 41 648 | § 81,000
Independent 5 | MARTIN 129 48 774 | $ 96,750
Independent 71 FLOYD 317 119 1902 1 $ 237,750
Independent 13 | JOHNSON 163 61 978 | $ 122,250
Independent 14 | PIKE 429 161 2574 | § 321,750
Independent 16 | POWELL 112 42 672 $ 84,000
Independent 23 | LEWIS 71 27 426 | $ 53,250
Independent 25 | KNOX 381 143 2286 | 285,750
Independent 30 | WHITLEY 419 157 25141 3 314,250
Independent 31 | MONTGOMERY 325 122 1950 | § 243,750
Independent 33 | ESTILL 159 60 9541 § . 119,250




Independent 34 | BOYD 445 167 2670 | $ 333,750
Independent 41 | GARRARD 168 63 ‘ 1008 | $ 126,000
Independent 44 | MONROE 120 45 7201 3 90,000
Independent 46 | FLEMING 152 57 912 | § 114,000
| ToTAL I | l [ o783 | a4s32] 8 5566500 ]
Qubcontract: Every Child Succeeds $180,000

Purpose: To train and support 12 full-time mental health specialists to provide in-home therapy
to mothers participating in home visitation services that are suffering with depression
Estimated costs: $15,000 for training x 12 FTEs = $180,000

Deliverables:
o Develop Implementation Plan based on site visit and discussions with home visiting
agencies. ‘

o Train home visitors and site administration in screening and referral procedures.

o Schedule and provide 12 therapists and doctoral level supervisor with an intensive, three-
day training in TH-CBT in Cincinnati. : ‘

e Provide therapists and the supervisor with the IH-CBT manual.

e Conduct regularly scheduled on-site and telephone consultations to support therapists in
effectively implementing the IH-CBT treatment. ‘ _

e Review a sample of audiotapes of IH-CBT sessions to ensure quality and fidelity to the
treatment model.

Subcontract: Kentucky Mental Health Center (varies areas) $780,000
Purpose: To maintain 12 full time mental health specialists to provide in-home therapy to
mothers participating in home visitation services that are suffering with depression
Estimated costs: $65,000 annual salary-and fringe x 12 = $780,000

Deliverables: :

e Maintain 12 full-time individuals with Masters-level training in social work, psychology,
or counseling (ML) and with prior training in Co gnitive Behavioral Therapy to serve as
therapists and implement the Program. '

o Cover travel expenses for therapists to attend Cincinnati training. :

e Ensure home visiting site cooperation with and engagement in MDTP implementation.

o Systematically screen mothers in home visiting using a standard depression screen in

' order to-generate referrals into the MDTP program. B '

o PBnsure therapists attend a three-day cognitive behavioral therapy refresher training at the
Beck Institute in Philadelphia or equivalent CBT immersion experience prior to
participating in the Program training. Cover travel and training costs for this experience.

e Provide data on program implementation and outcomes to facilitate comparison to
Cincinnati experiences with MDTP.

Subcontract: External Evaluator - $100,000
Purpose: To evaluate the home visiting expansion according to the methodology outlined in the
proposal '

Estimated costs: $100,000




Deliverables: ‘

o Collaborate in planning, implementing and support of statewide home visitation program
databases for MCH., Prepare reports, charts, graphs as well as presentations.

o Assess adequacy of data available for analysis and conduct studies to indentify -
populations at risk. Assist in formation of hypothesis to explain data. _

o Coordinate efforts to improve overall data system for Maternal and Child Health and
applies scientific sampling techniques for use in studies. Performs analysis on data for
benchmark monitoring. .

o Other duties as assigned including technical support for participant and prepare
information for federal grant reporting and related Maternal and Child Health initiatives.

Subcontract: CHFS IT - ' $125,000
(Cabinet for Health and Family Services Information Technology)
Purpose: Programming will be needed to make modification to the current web-based system to
accommodate additional data collection for the program to provide specific data on high-risk
populations for analysis and to capture data that will be needed to measure benchmarks at 3 and
5 years. ' '
Estimated costs: $125,000 - Salary for one programmer ($65/hr @40 hours a week/240 days a
year) ' |
Deliverables: ~
e Data collected processes for eligible families that have been enrolled in the program who
~ receive services funded with the MIECHV Program funds on all benchmark areas
e Each benchmark area includes multiple constructs. Collection of data for all constructs
under each benchmark area.
e To provide a method of demonstrating improvements in at least four benchmark areas by
the end of three years.

Indirect Costs: | $8,954
Twenty-two percent is the indirect rate applied only to salaries in federal applications by

Kentucky.
FY12 Salaries: $ 40,698 x 22% = $8,954

FY13 Budget
Expense Category Total Costs
Personnel-Salary and Wage ‘ $42,733
Fringe Benefits $18,375
Trayel - | $4,786
Equipment : _ ‘
Supplies ' -$1,500
Contracts ’ $9,165,388
Other ‘ :
Total Direct Charges $9,232,782
Indirect . ' $9,401
Total Requested ' $9,242,183




Personnel Costs: $42,733
The role of Technical Consultant for Healthy Families America will streamline the process of

accreditation. This will be a full-time position and the estimated annual salary will be-$42,733.
The Technical Consultant will serve as a systems coordinator and work with at-risk county and
HFA to ensure the standards of the proven home visitation model.

" Technical Consultant X 12 months ‘ $42,733

Fringe Benefits: ’ $18,375

The Fringe Benefits will be 43% of the annual salary and they will include FICA, retirement,
health insurance, unemployment insurance, life insurance. The fringe benefits are directly
proportional to that portion of personnel costs that are allocated for the project.

Technical Consultant - X 12 months $18,375

Travel: } $4,786
In State Travel will be necessary to work with the 39 at-risk counties to incorporate a universal

screening, collaboration with other home visitation programs and to ensure benchmark data is
being completed and HFA standards are achieved.

38 trips X 100 miles @0.47 per mile $1,786
Out of State Travel fo attend required grantee meeting $3,000
Supplies: $1,500
Supplies X 12 months

Paper, pens _ : $500

Postage 1,000 letters at .44 ea $440

Flip Charts, markers, highlighters, binders $560
Subcontracts: | $9,165,388
Subcontract: Healthy Families America $37,388

Purpose: To join an evidence based ‘model approved through HomVEE
Estimated costs: : o
e Large site fee: ($1350) x 19 sites = $25,650
e Small site fee: ($675) x 6 sites = $4,050
e Technical assistance site visits: 60% of sites receive review every 4 years @$2,000 per
visits = §7,500
o Application Fee: Every four years there is an application fee = $750 (average of $188 per-
year for four years) ' . :

Deliverables:
e Provide technical assistance and on-site evaluation of the program .
e Provide on-line training modules required for training by Healthy Families America
e Accreditation to national evidence based model




e Provide resources to sites

Subcontract: 10 District Health Depts; 15 Independent Health Centers $8,248,000
Purpose: To provide home visitation services to at-risk families outlined in the Federal
Legislation in the 39 identified at-risk counties

Estimated costs: Services-$8,248,000

Deliverables:
October 1,
2013 - Sept
30, 2014 ‘
Year 3 (13-24 mos)
- | Number
Multi- 25% Family | of 16 visits x $125
gravidas | Participation | BExpected | (ave of para & pro
District Rank | County 2008 (#) | rate Visits visit)
Barren 'River 38 | EDMONSON 87 49 - 7834 $ 97,875
Barren River 40 | METCALFE 99 56 891 | § 111,375
Barren River 42 | BUTLER 129 | 73 - 1161 | § 145,125
315 | 177 2835 | § 354,375
Buffalo Trace | 26 l MASON 196 110 1764 | § 220,500
Cumberland Valley 17 | JACKSON 98 55 882 | § 110,250
Cumberland Valley 18 | HARLAN 267 150 2403 | § 300,3'75.
Cumberland Valley 20 | CLAY 238 83 1328 1 $§ 166,000
Cumberland Valley 24 { BELL 312 176 2808 | § 351,000
Cumberland Valley | 47 | ROCKCASTLE 160 90 1440 | $ 180,000
’ 554 8861 | § 1,107,625
Gateway 9| BATH . 91 51 819 | § 102,375
Gateway 19 | MENIFEE 48 27 432 8 54,000
Gateway 28 | ROWAN 235 132 21151 § 264,375
Gateway 32 | MORGAN 120 68 1080 | § 135,000
278 4446 | § 555,750
Lake Cumberland 27 | MCCREARY 166 93 1494 | § 186,750
Lake Cumberland " 29 | CUMBERLAND 58 33 522 § 65,250
C 126 2016 | $ 252,000
Lincoln Trail l 36 | GRAYSON ' 262 147 2358 | § 294,750 4J
Littie Sandy 15| ELLIOTT 441 25 3961 § 49,500

Little Sandy 22 | CARTER 271 152 24391 $§ 304,875




177 2835] § 354375
Pennyrile , 45 | TRIGG 109 61 0811 § 122,625
Purchase 21 { FULTON 76 43 684 | § 85,500
Purchase 35 | BALLARD 83 47 7471 § 93,375
Purchase 37 | HICKMAN 37 21 333 | § 41,625
Purchase 43 | MCCRACKEN 652 367 5868 | § 733,500

477 7632 | § 954,000
Wedco 39 | NICHOLAS 86 48 774 | $ 96,750
Independent 3| MAGOFFIN 108 61 972 | § 121,500
Independent 5 | MARTIN 129 73 1161 | $ 145,125
Independent 7 | FLOYD 317 178 2853 | $§ 356,625
Independent 13 | JOHNSON 163 92 1467 | § 183,375
Independent 14 | PIKE 429 241 3861 | § 482,625
Independent 16 | POWELL 112 63 1008 | § 126,000
Independent . 23 | LEWIS ‘ 71 40 639 | $ 79,875
Independent 25 { KNOX 381 214 3429 | $ 428,625
Independent 30 | WHITLEY 419 236 3771 | § 471,375
Independent 31 | MONTGOMERY 325 183 2925 | § 365,625
Independent 33 | ESTILL 159 89 1431 [ $ 178875
Independent 34 | BOYD 445 250 4005 § 500,625
Independent 41 GARRARD 168 95 1512 | $ 189,000
Independent 44 | MONROE 120 { 68 1080 | § 135,000
Independent 46 | FLEMING 152 86 1368 | $ 171,000
TOTAL l | ‘ I 4124 l 65984 l $ 8,248,000 J

Subcontract: Kentucky Mental Health Center (varies areas) $780,000

Purpose: To maintain12 full time mental health specialists to provide in-home therapy to mothers
participating in home visitation services that are suffering with depression

Estimated costs: $65,000 annual salary and fringe x 12 = $780,000

Deliverables: ,

e Maintain 12 full-time individuals with Masters-level training in social work, psychology,
or counseling (ML) and with prior training in Cognitive Behavioral Therapy to serve as
therapists and implement the Program.

e Cover travel expenses for therapists to attend Cincinnati training,

e Ensure home visiting site cooperation with and engagement in MDTP implementation.

¢ Systematically screen mothers in home visiting using a standard depression screen in
order to generate referrals into the MDTP program.

e Ensure therapists attend a three-day cognitive behavioral therapy refresher training at the
Beck Institute in Philadelphia or equivalent CBT immersion experience prior to
participating in the Program training. Cover travel and training costs for this experience.




o Provide data on program implementation and outcomes to facilitate comparison to
Cincinnati experiences with MDTP.

Subcontract: External Evaluator $100,000

Purpose: To evaluate the home visiting expansion according to the methodology outlined in the
proposal ' -
Estimated costs: $100,000

Deliverables:

o Collaborate in planning, implementing and support of statewide home visitation program
databases for MCH. Prepare reports, charts, graphs as well as presentations.

o Assess adequacy of data available for analysis and conduct studies to indentify
populations at risk. Assist in formation of hypothesis to explain data.

e Coordinate efforts to improve overall data system for Maternal and Child Health and
applies scientific sampling techniques for use in studies. Performs analysis on data for
benchmark monitoring. A

o Other duties as assigned including technical support for participant and prepare
information for federal grant reporting and related Maternal and Child Health initiatives.

Indirect Costs: $9,401
Twenty-two percent is the indirect rate applied only to salaries in federal applications by

Kentucky.
FY13 Salaries: $ 42,733 x 22% = $9,401

FY14 Budget
Expense Category Total Costs
Personnel-Salary and Wage ‘ $44,870
Fringe Benefits , $19,294
Travel $4,786
Equipment
Supplies : $1,500
Contracts ’ $9,165,388
Other
Total Direct Charges $9,235,838
Indirect $9,871
Total Requested ' : $9,245,709
Personnel Costs: $44,870

The role of Technical Consultant for Healthy Families America will streamline the process of
accreditation. This will be a full-time position and the estimated annual salary will be $44,870.
The Technical Consultant will serve as a systems coordinator and work with at-risk county and
HFA to ensure the standards of the proven home visitation model.

Technical Consultant X 12 months $44,870

Fringe Benefits: ' ' $19,294




The Fringe Benefits will be 43% of the annual salary and they will include FICA, retirement,
health insurance, unemployment insurance, life insurance. The fringe benefits are directly
proportional to that portion of personnel costs that are allocated for the project.

Technical Consultant X 12 months $19,204

Travel: $4,786

In State Travel will be necessary to work with the 39 at-risk counties to incorporate a universal
screening, collaboration with other home visitation programs and to ensure benchmark data is
being completed and HFA standards are achieved.

38 trips X 100 miles @0.47 per mile $1,786
Out of State Travel to attend required grantee meeting $3,000
Supplies: $1,500
Supplies X 12 months

Paper, pens : $500

Postage 1,000 letters at .44 ea- , $440

Flip Charts, markers, highlighters, binders $560
Subcontracts: | $9,165,388
Subcontract: Healthy Families America $37,388

Purpose: To join an evidence based model approved through HomVEE
Estimated costs: ‘
e Large site fee: ($1350) x 19 sites = $25,650
o Small site fee: ($675) x 6 sites = $4,050
o Technical assistance site visits: 60% of sites receive review every 4 years @$2,000 per
visits = $7,500 ‘
e Application Fee: Every four years there is an application fee = $750 (average of $188 per
year for four years)

Deliverables:
o Provide technical assistance and on-site evaluation of the program
e Provide on-line training modules required for training by Healthy Families America
e Accreditation to national evidence based model.
e  Provide resources to sites

Subcontract: 10 District Health Depts: 15 Independent Health Centers $8,248,000
Purpose: To provide home visitation services to at-risk families outlined in the Federal
Legislation in the 39 identified at-risk counties
Estimated costs: Services-$8,248,000
Deliverables:

October 1,
2014 - Sept




30, 2015 l |
Year 4 (ongoing cost)
: Number
Multi- 25% Family | of 16 visits x $125
gravidas | Participation Expected | (ave of para &
District Rank | County 2008 (#) | rate Visits pro visit)
Barren River 38 | EDMONSON 87 49 783 1 §- 97,875
Barren River 40 | METCALFE 99 56 891§ 111,375
Barren River 42 | BUTLER 129 73 1161 | § 145,125
315 177 2835 | § - 354,375
Buffalo Trace 26 I MASON 196 110 l 1764 | § 220,500 4J
Cumberland Valley 17 | JACKSON 98 55 882 1 % 110,250
Cumberland Valley - 18 | HARLAN 267 150 2403 1 § 300,375
Cumberland Valley 20 | CLAY 238 83 1328 | § 166,000
Cumberland Valley 24 | BELL 312 176 2808 | § 351,000
Cumberland Valley 47 | ROCKCASTLE 160 90 1440 | $ 180,000
554 8861 1 $§ 1,107,625
Gateway 9 | BATH 91 51 819 | § 102,375
Gateway 19 | MENIFEE 48 27 432 | $ 54,000
Gateway 28 | ROWAN 235 . 132 21151 § 264,375
Gateway 32 | MORGAN 120 68 1080 | $ 135,000
) 278 4446 | § 555,750
Lake Cumberland 27 | MCCREARY 166 93 1494 | § 186,750
Lake Cumberland 29 | CUMBERLAND 58 33 5221 % 65,250
126 2016 | § 252,000
Bnooln Trail 36 I GRAYSON 262 147 2358 1 § 294,750
Little Sandy 15 | ELLIOTT 44 25 396 | $ 49,500
Little Sandy 22 | CARTER 271 152 2439 L § 304,875
177 28351 § 354375
Pennyrile 45 |- TRIGG 109 61 981 [ § 122,625
Purchase 21 | FULTON . 76 43 684 | $ 85,500
Purchase 35 | BALLARD 83 47 7471 $ 93,375
Purchase 37 | HICKMAN 37 21 333 | § 41,625 .
Purchase 43 | MCCRACKEN 652 367 5868 | § 733,500
477 7632 | $ 954,000




| Wedco 39 | NICHOLAS 86 48 | 748 96750 |
Independent 3 | MAGOFFIN 108 61 972 | $ 121,500
Independent 5 1 MARTIN 129 73 1161 | § 145,125
Independent 7 | FLOYD 317 178 2853 | § 356,625
Independent ' 13 | - JOHNSON 163 92 1467 | $ 183,375
Independent 14 | PIKE 429 241 3861 | . § 482,625
Independent 16| POWELL - 112 63 1008 | § 126,000
Independent 23 | LEWIS 71 40 639 | $ 79,875
Independent 25 | KNOX 381 214 3420 | $ 428,625
Independent 30 | WHITLEY 419 236 37711 § 471,375
Independent 31 | MONTGOMERY 325 183 2025 | § 365,625
Independent 33 | BSTILL 159 89 1431] $ 178,875
Independent 34 | BOYD 445 250 4005 | § 500,625
Independent 41 | GARRARD 168 95 1512 8 189,000
Independent 44 | MONROE 120 68 1080 | § 135,000
Independent | 46 | FLEMING 152 86 1368 | § 171,000

| ToTAL l | | [ 4124 | 65984 | $ 8,248,000

Subcontract: Kentucky Mental Health Center (varies areas) $780,000
Purpose: To maintain 12 full time mental health specialists to provide in-home therapy to
mothers participating in home visitation services that are suffering with depression
Estimated costs: $65,000 annual salary and fringe x 12 = $780,000

Deliverables: '

o Maintain 12 full-time individuals with Masters-level training in social work, psychology,
or counseling (ML) and with prior training in Cognitive Behavioral Therapy to serve as

therapists and implement the Program.
e Cover travel expenses for therapists to attend Cincinnati training, ‘
e Ensure home visiting site cooperation with and engagement in MDTP implementat

e Systematically screen mothers in home visiting using a standard depression screen in

order to generate referrals into the MDTP program. .

o Ensure therapists attend a three-day cognitive behavioral therapy refresher training at the

Beck Institute in Philadelphia or equivalent CBT immersion experience prior to

participating in the Program training. Cover travel and training costs for this experience.

e Provide data on program implementation and outcomes to facilitate comparison to
Cincinnati experiences with MDTP.

Subcontract: External Evaluator $100,000

Purpose: To evaluate the home visiting expansion according to the methodology outlined in the

proposal
Estimated costs: $100,000
Deliverables:

e Collaborate in planning, implementing and support of statewide home visitation program

databases for MCH. Prepare reports, charts, graphs as well as presentations.




o Assess adequacy of data available for analysis and conduct studies to indentify
populations at risk. Assist in formation of hypothesis to explain data.

o Coordinate efforts to improve overall data system for Maternal and Child Health and -
applies scientific sampling techniques for use in studies. Performs analysis on data for
benchmark monitoring. '

o Other duties as assigned including technical support for participant and prepare
information for federal grant reporting and related Maternal and Child Health initiatives.

Indirect Costs: | : $9,871
Twenty-two percent is the indirect rate applied only to salaries in federal applications by

Kentucky.

FY 14 Salaries: $ 44,870 x 22% = $9,871




